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The study examined what 
supporting traumatic brain injury 
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entails and how often nursing staff 
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advanced) is needed to support 
TBI patients’ family members on 
neurosurgical wards. TBI in one 
individual affects the health of the 
whole family.
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ABSTRACT 
The purpose of this study was to examine what supporting traumatic brain injury (TBI) patients’ family 
members entails and how often nursing staff provide support for TBI patients’ family members. Additionally, 
the aim was to find out what kind of nursing competence (basic/advanced) is needed to support TBI patients’ 
family members on neurosurgical wards. TBI in one individual affects the health of the whole family. 
Studying the support provided by nursing staff is important because such support is crucial for the family 
members of a TBI patient during the acute phase of treatment. 
In the first phase of the study (2008-2010) a systematic literature review was carried out to find out how 
previous research during the years 2004-2010 defines the supporting of TBI patients’ family members. The 
data were analysed using content analysis. In the second phase of the study (2010-2012) the questionnaire 
formed for this study was used to collect nursing staff’s perceptions about what kind of competence 
(basic/advanced) is needed and how often it is needed to support TBI patients’ family members. The sample 
was all nurses (N = 172) who worked on neurosurgical wards in all five university hospitals in Finland. The 
response rate was 67% (N = 115). Descriptive statistics (frequencies, means, standard deviations) were used 
and an explorative factor analysis using the principal axis method with Varimax rotation was carried out. 
One-way ANOVA, two-way ANOVA and MANOVA were used to examine the relationships between the 
background variables and the respondents’ evaluations of how often they gave support to TBI patients’ family 
members.  
Based on the systematic literature review, informational support related to: TBI patients’ symptoms, TBI 
patients’ treatment, quality of information and TBI patients’ prognosis. Emotional support related to taking 
TBI patients’ family members’ emotions into account, caring and listening, and respecting family members. 
Practical support involved supporting family members in decision-making, promoting welfare, supporting 
family members in participating in TBI patients’ care, and co-operating with family members and providing 
guidance to counselling services. The nursing staff evaluated that overall, the nurses often provided support 
for TBI patients’ families. They often told them about treatment and about their own responsibilities to family 
members. Older and experienced nursing staff more often took into consideration issues relating to secondary 
injuries. Most nurses considered information about prevention of secondary injuries as advanced competence. 
Emotional support was provided most often of the support’s dimensions. All registered nurses and staff 
members with long work experience (21 years or more) on a neurosurgical ward reported that they took 
family members’ feelings of anger and guilt into consideration slightly more often than other nursing staff 
did, although most nurses considered these skills to represent basic competencies. Registered nurses 
considered themselves most likely to take into account issues related to liaison with family members. The 
nursing staff with long work experience (21 years or more) reported often discussing mood swings and other 
TBI symptoms with family members.  
In-service training on dealing with difficult emotions of traumatic brain injury patients’ family members 
could help nurses to face these situations. Providing practical support for TBI patients’ family members 
requires nurses to possess multidimensional practical competences relating to the symptoms caused by the 
brain injury.  
National Library of Medical Classification: WL 354; WY 160.5 
Medical Subject Headings (MeSH):  
Brain Injuries; Patients; Family; Nursing Staff; Social Support; (Professional Competence)  
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TIIVISTELMÄ 
Tutkimuksen tarkoituksena oli selvittää, mitä on traumaattisen aivovammapotilaiden (traumatic brain injury, 
TBI) potilaiden omaisten tukeminen ja kuinka usein hoitotyöntekijät tukevat TBI potilaiden omaisia sekä 
millaista hoitotyön osaamista (perus/ erikois) tarvitaan neurokirurgisilla vuodeosastoilla. Lisäksi tarkasteltiin 
taustamuuttujien yhteyttä siihen, kuinka usein hoitotyöntekijät tukivat TBI potilaiden omaisia sekä olivatko 
taustamuuttujat yhteydessä siihen, millaista osaamista he arvioivat omaisten tukemisen 
edellyttävän.Traumaattinen aivovamma vaikuttaa sekä potilaaseen että hänen perheeseensä, siksi omaisten 
hoitotyöntekijöiltä saama tuki on merkittävää jo TBI potilaan hoidon akuuttivaiheessa.  
Tutkimuksen ensimmäisessä vaiheessa (2008–2010) tehtiin systemaattinen kirjallisuuskatsaus vuosilta 
2004–2010 TBI potilaan omaisten tukemisesta. Ensimmäisen vaiheen systemaattisen kirjallisuuskatsauksen 
tulokset analysoitiin sisällön analyysilla. Tutkimuksen toisessa vaiheessa (2010–2012) kyselyllä 
neurokirurgisille hoitotyöntekijöille selvitettiin, miten usein he tukivat TBI potilaan omaisia ja millaista 
osaamista omaisten tukeminen edellyttää. Kyselylomake lähetettiin kaikille neurokirurgisilla vuodeosastoilla 
työskenteleville hoitotyöntekijöille (N = 172) Suomessa. Vastausprosentti oli 67 % (n = 115). Toisen vaiheen 
kyselytutkimuksen jakaumat (frekvenssit, keskiarvot ja keskihajonnat) tutkittiin ja selvitettiin kuinka usein 
hoitotyöntekijät arvioivat tukevansa tiedollisesti, emotionaalisesti ja käytännöllisesti traumaattisen 
aivovamman potilaiden omaisia sekä sitä miten taustamuuttujat olivat yhteydessä annettuun tukeen. 
Aineistoa käsiteltiin eksploratiivisella faktorianalyysilla principal axis menetelmällä ja Varimax rotaatiolla. 
Lisäksi tutkittiin taustamuuttujien yhteyttä siihen, miten usein hoitotyöntekijät arvioivat tukevansa TBI 
potilaan omaisia, One way Anovalla, Two way Anovalla ja Manovalla sekä lineaarisella regressioanalyysilla.  
Systemaattisen kirjallisuuskatsauksen tuloksena tiedollinen tuki oli tietoa TBI potilaiden oireista, TBI 
potilaiden hoidosta, tiedon laadusta ja tieto TBI potilaiden ennusteesta. Emotionaalinen tuki sisälsi TBI 
potilaiden omaisten tunteiden huomioon ottamisen, välittämisen ja kuuntelun sekä omaisten 
kunnioittamisen. Käytännöllinen tuki tarkoitti omaisten päätöksenteon tukemista, hyvinvoinnin edistämistä, 
omaisten tukemista osallistumaan TBI potilaan hoitoon, sekä yhteistyötä omaisten kanssa ja ohjausta 
tukipalveluihin. Kokonaisuutena hoitotyöntekijät arvioivat tukevansa TBI potilaan omaisia usein. 
Hoitotyöntekijät kertoivat omaisilla usein oman vastuualueen mukaisesta hoidosta sen sijaan 
sekundaarivaurioiden ehkäisystä he arvioivat kertovansa harvoin. Iällä ja työkokemuksella oli yhteys siihen, 
miten usein he antoivat omaisilla tietoa sekundaarivaurioiden ehkäisystä. Useimmat hoitotyöntekijät olivat 
sitä mieltä, että sekundaarivaurioista kertominen edellyttää erikoisosaamista. Sairaanhoitajat ja 
hoitotyöntekijät, joilla oli pitkä työkokemus (21 vuotta tai enemmän) neurokirurgisella vuodeosastolla 
arvioivat, että he ottivat huomioon omaisten tunteet, kuten vihan ja syyllisyyden hieman useammin kuin 
muut hoitotyöntekijät. Sairaanhoitajat verrattuna muihin ammattiryhmiin arvioivat olevansa omaisten kanssa 
yhteistyössä muita ammattiryhmiä useammin. Hoitotyöntekijät, joilla oli pitkä työkokemus (21 vuotta tai 
enemmän) arvioivat ohjaavansa usein TBI potilaan omaisia potilaan mielialavaihteluista ja muista oireista.  
Täydennyskoulutus TBI potilaan omaisten vaikeiden tunteiden kohtaamisessa voisi auttaa 
hoitotyöntekijöitä tukemaan useammin TBI potilaan omaisia. TBI potilaan omaisten käytännöllinen 
tukeminen edellyttää hoitotyöntekijältä monipuolista osaamista, kun potilaalla on TBI aiheuttamia oireita.  
Yleinen suomalainen asiasanasto (YSA): aivovammat; potilaat; omaiset; perheenjäsenet; hoitohenkilöstö; 
tukimuodot; psykososiaalinen tuki; osaaminen 
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1 Introduction  
In addition to broad basic knowledge, the nursing staff on neurosurgical wards needs 
special competence when providing comprehensive, up-to-date and safe care for patients 
with different levels and types of traumatic brain injury (TBI). Little research has been 
carried out regarding the basic and advanced competence needed to support the family 
members of TBI patients from the viewpoint of nursing staff (DiIorio et al. 2011).  
In Finland it’s established that the elderly population is increasing and if services are to 
continue at the same level, it means that 80,000-120,000 new social and health-care workers 
will be needed by the year 2025. Otherwise the fact is that social and health care will 
struggle with the current lack of competent nurses. (Mäkitalo et al. 2010.)  
The purpose of this study is to yield information about the competence needed by 
nursing staff to support family members of adult (>16 years) TBI patients. The study 
produces information about the contents of TBI patient nursing which can be utilized in, 
e.g., the orientation of new staff members. In addition, the results provide information for 
developing the quality of nursing and improving patients’ safety as well as bringing 
neurosurgical nursing staff’s needs for further training to the attention of nursing 
managers and training organizations. 
The term “traumatic brain injury” (TBI) means a trauma affecting the head, often 
resulting in a loss of consciousness of any length of time, memory disturbances, and 
changes in the ability to function as well as neurological symptoms pointing to localized 
brain damage. In addition to weakened bodily functions, the patient often suffers from 
different sensomotoric, cognitive and emotional disturbances. (Öhman et al. 2008.) The 
patient’s symptoms cause suffering, fear and anxiety in the family members (Jumisko et al. 
2005, 2009, Hawley & Joseph 2008, Calvete & deArroyabe 2012, Lefebvre & Levert 2012). 
Family members have informational needs during the different phases of the TBI patient’s 
therapeutic path – acute phase, subacute phase, convalence and rehabilitation – and the 
support provided by the nursing staff is meaningful and important in all these phases 
(Verhaeghe et al. 2005b, Lefebvre & Levert 2012). 
All patients who are still unconscious on admission to hospital should initially be 
treated in the neurointensive care unit. For the first hours and days, the treatment is 
focused on maintaining the balance of the TBI patient’s central nervous and body systems 
(brain oxygenation and perfusion, intracranial pressure (ICP), electrolyte and fluid 
balance, temperature, etc.). Patients with severe TBI are at risk of suffering additional 
damage caused by intracranial and bodily events such as increased ICP, delayed 
intracranial haemorrhages, and perfusion deficits and brain ischaemia. The length of 
neurointensive care and overall neurosurgical hospital stay can usually be predicted by 
careful analysis of the condition on admission. (Öhman 2008, Olson et al. 2013.) 
TBI patients constitute a notable patient group that increases with age but is still 
underdiagnosed in developed countries. There are some eight million TBI cases diagnosed 
globally each year. (Tagliaferri et al. 2006, Brain Trauma Foundation 2007, Koskinen & 
Alaranta 2008.) Koskinen and Alaranta (2008) estimated that in Finland some 21,000–
31,000 people acquire TBI annually. There are some 100,000 people living with permanent 
symptoms after sequelae from brain injury in Finland. TBIs treated in hospitals result from 
traffic accidents, falling and violence. Half of all TBIs are acquired under the influence of 
alcohol. TBIs leading to death are most commonly caused by (a) traffic accidents among 
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the working age population or by (b) fall-related accidents among the elderly. Below 45 
years of age TBIs occur more commonly in men and over 75 years in women. (Öhman et 
al. 2008.) 
The guidance of a TBI patient’s family is an important part of the treatment as the 
changes in the patient’s behaviour and his or her emotional disturbances are particularly 
difficult to realize and cope with by the TBI patient (Calvete & deArroyabe 2012). Family 
members should learn ways to give feedback on the patient’s changed and difficult 
behavior. (Vanderploeg et al. 2007, Berry et al. 2012.) After suffering a TBI, the patient as a 
family member is not the same as he or she used to be, and as the TBI patient’s ability to 
function and behaviour change, so do their relationships (Wongvatunyu & Porter 2005). 
On the other hand, sometimes the changes triggered by the TBI can be positive from the 
family members’ viewpoint (Tenovuo 2010). 
A few studies have previously examined the informational needs and coping of TBI 
patients’ family members during the acute phase in the neurointensive care unit and 
during the rehabilitation after the injury to their loved one (Verhaeghe 2005a, Jumisko et 
al. 2007, Rotondi et al. 2007, Lefebvre et al. 2008, Verhaeghe et al. 2010a, 2010b, Lefebvre & 
Levert 2012) as well as nursing staff’s experiences upon facing TBI patients’ family 
members (Lefebvre & Levert 2006, Yetman 2008, Roscigno et al. 2013). Rotondi (2007) and 
co-workers stated that family members need informational support concerning TBI and its 
consequences as well as emotional support to alleviate the stress and loneliness. 
Furthermore, family members need practical support to deal with financial matters and 
other daily problems (Calvete & deArroyabe 2012). Previous studies have been primarily 
qualitative, and the sample sizes in quantitative studies have been rather small to draw 
comprehensive conclusions. 
In the present study, the literature searches were made for peer-reviewed publications 
in the CINAHL, Cochrane, CSA, ISI, Medic, PubMed and PsycINFO databases, using the 
search terms ”family”, ”relatives”, ”sibling”, ” next of kin”, ”significant other”, ”brain 
injury”, ”head trauma”, ”nurs*”, ”nurses” and their combinations for the years 2004-2010 
and updated for 2011-2013. 
In Finland, supporting family members have been studied in relation to several 
different patient groups: brain circulatory disturbances; coronary artery bypass surgery; 
multiple traumas; elderly patients in long-term institutional care; stoma surgery; and 
prostate cancer. Based on these studies, the support the family members receive from 
nurses includes being informed about the illness, the patient’s daily care, information on 
how family members can be involved in the patient’s care, guiding family members how 
to use alternative techniques, building a confidential rapport, encouragement, 
informational and emotional support through interaction as well as being supported in 
decision-making. (Nuutinen & Raatikainen 2005, Coco et al. 2007, Koivula et al. 2007, 
Nevalainen et al. 2007, Kaila 2009, Mattila et al. 2009, Harju et al. 2011, Liimatainen et al. 
2012.) 
Concepts essential to this study include the TBI patient, family members, support, and 
competence. TBI means structural and/or functional damage to the brain from external 
energy caused by, e.g., a fall or getting hit by an object. Except in very mild brain injury, 
TBI is accompanied by a loss of consciousness or at least a memory loss, and often by other 
symptoms indicating brain dysfunction (e.g., disorientation), and increasingly 
demonstration of brain damage, depending on the accuracy and methodology of 
neuroimaging. (Öhman et al. 2008, Falk 2012.) A family member means a person whom 
the patient has defined to be a part of the family and of whom the term “family member” 
is used (Åstedt-Kurki et al. 2008). Supporting family members have been defined in 
several ways (Koivula et al. 2007, Kaila 2009, Mattila et al. 2009). Finfgeld-Connett (2005, 
3 
 
 
2007) has defined supporting the patient and family members in the following way: an 
advocative interpersonal process that is centred on the reciprocal exchange of information 
and that is context-specific. In this study, the supporting of TBI patients’ family members 
is divided into informational, emotional and practical support (Coco et al. 2011). Nursing 
staff use different nursing interventions to support TBI patients’ family members. Here, 
the nursing interventions include giving information, explaining the reasoning behind the 
TBI patient’s care, and listening and encouraging as well as guiding family members in 
facing the TBI patient who is suffering from different trauma-induced symptoms and 
deficits. The competence of nursing staff has also been defined in diverse ways without 
any unanimous definition of the concept. Meretoja et al. (2004) defined competence as 
follows: competence integrates the cognitive, affective and psychomotor domains in 
nursing practice. According to Defloor et al. (2006), emergency and difficult situations 
require a different level of competence to that offered by the basic nursing education. In 
the model developed in the NeuroBlend project, neuronursing competence is divided into 
acute, rehabilitation and palliative nursing (van der Woert et al. 2007). In this study, 
competence is defined as a basic (achieved during education) or an advanced level 
(achieved with work experience in the current work unit) of expertise according to the 
needs of the patient. 
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2 Supporting TBI Patients’ Family Members   
2.1 DEFINITION, PREVALENCE, SYMPTOMS AND TREATMENT OF TBI 
 
Definition of TBI 
TBI means structural and/or functional damage to the brain from external energy caused 
by, e.g., a fall or getting hit by an object. Except in very mild brain injury, TBI is 
accompanied by a loss of consciousness or at least a period of memory loss, and may 
include other symptoms indicating brain dysfunction (e.g., disorientation) and 
increasingly demonstration of brain damage, depending on the accuracy and 
methodology of neuroimaging. Any one of these findings is a sufficient reason for 
considering the possibility of TBI. (Öhman et al. 2008.)  
 
Prevalence of TBI 
TBI patients constitute a notable patient group as nearly eight million TBIs are diagnosed 
globally each year (Koskinen & Alaranta 2008, Öhman et al. 2008, Thompson et al. 2009). 
In the United States, an estimated 1.7 million people sustain a TBI annually. Of those, 
52,000 die, 275,000 are hospitalized, and 1.365 million are treated in emergency 
departments (Faul et al. 2010). In Finland, the prevalence of TBI is approximately 
101/100,000, and 59% are men. In addition, an estimated 100,000 people have been left 
with permanent sequelae of TBI. (Koskinen & Alaranta 2008.) 
 
Symptoms of TBI and methods to alleviate them 
TBI can cause different kinds of physical, cognitive and emotional symptoms (Table 1).  
 
Physical symptoms 
Regarding physical symptoms, about a third of TBI patients suffer from long-term headaches 
(Öhman 2008, Bryan & Hernandez 2011, Falk 2012). Analgesic drugs that increase the risk 
of haemorrhage, such as most anti-inflammatory drugs, should not be used during the 
initial days. Drugs affecting the central nervous system are avoided as well. The abnormal 
fatigue caused by TBI is not alleviated by sleeping, and it does not feel like normal, healthy 
tiredness that one would experience following a brisk physical strain. It feels like 
comprehensive fatigue and can be likened to tiredness caused by burnout or severe 
depression. On some days the ability to function may be quite good but on others it might 
feel like getting out of bed is too much of an ordeal. For many, fatigue is the symptom with the 
most adverse effects on the quality of everyday life. (Cantor et al. 2008, Falk 2012.) If the fatigue 
is connected to sleeping disturbance, the primary task is to examine the reasons behind the 
disturbance and treat them. An increased need of sleep often comes with the fatigue. In 
general, significant limitations in physical abilities are rather unusual, depending, though, on 
the severity and type of TBI as well as the presence of other injuries in the head and body. 
If physical limitations occur, they must be addressed by guidance from a physiotherapist 
during the rehabilitation process. The guidance should have been initiated already during 
the initial hospital stay. The need for physiotherapy is also caused by other injuries 
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acquired in the accident. (Bland et al. 2011.) Guidance from a physiotherapist is also 
necessary in balance disturbances, particularly if the disturbances seem to persist with a 
further risk of falling down. Dizziness is preferably treated by getting the patient used to 
moving around rather than by drugs. (Öhman et al. 2008, Tenovuo 2010, Falk 2012, 
Murphy & Carmine 2012.) 
 
Cognitive symptoms 
Cognitive symptoms include concentration problems, memory problems and verbal 
problems together with unawareness of the symptoms. Former objects of interest are not 
interesting anymore, noise is more distracting than usual, and reading a book may feel too 
straining. Concentration problems often coexist with fatigue. Therefore, alleviating fatigue 
usually enhances concentration as well. TBI patients may suffer from memory problems 
and gaps, and they may have trouble finding words. Memory problems involve 
remembering new things, while the things before the accident are remembered as before. 
Objects get lost and even important things may be forgotten, and the TBI patient may 
repeat the same things several times. Weakness in short-term memory usually comes with 
learning difficulties. It is often hard to find an effective way to treat memory problems. 
(Öhman et al. 2008, Sigurdardottir et al. 2009, Clinical Practice Guideline 2009, Falk 2012.) 
TBI does not often cause severe verbal problems such as difficulty in speaking. However, 
mild language symptoms which may hinder communication with others in different 
situations are fairly usual. A speech therapist with knowledge of TBI sequelae can give 
guidance on how to deal with the symptoms. The changes in communication skills have 
the most significant effect on relationships. TBI patients may talk fluently but still have 
difficulties in expressing themselves in a prompt and understandable manner. Their 
ability to interpret others’ communication often deteriorates as well. (Öhman et al. 2008, 
Tenovuo 2010.) Unawareness of symptoms is a common remaining symptom of TBI 
(Kervik & Kaemingk 2005, Vanderploeg et al. 2007). The TBI patient then has difficulty, 
especially at the beginning, in noticing the changes in themselves and their ability to 
function, particularly their behavioural symptoms. The patient is usually quite well aware of 
memory problems and fatigue, but the lack of initiative and concentration problems are harder to 
be aware of. In most cases the awareness of symptoms improves over time, and it is common 
that in significant injuries the patient only starts to really realize what has happened a year 
after the TBI. Some patients may deny their symptoms, which can be hard to distinguish 
from unawareness of symptoms. (Öhman et al. 2008, Clinical Practice Guideline 2009, 
Tenovuo 2010.) In order to get on with everyday life, an ability to adapt to the changes 
brought by the TBI is usually required from the patients’ family members as well (Jaffee et 
al. 2009). Many TBI patients will face the fact that outsiders do not understand the inability 
of an entirely healthy-looking, often young, person to work and take care of their own life 
(Lindstam 2012). 
Lack of initiative is a symptom that both the TBI patients themselves and particularly 
their family members often have difficulty in understanding and accepting. Others may 
mistake TBI patients for simply being lazy. (Norrie et al. 2010.) The lack of initiative may 
apply to things that normally would be nice and bring satisfaction. In addition even 
necessary things are left undone or at the least put off until the last minute, even if the 
patient was very active and organized before the injury. Lack of initiative often appears 
very troublesome to both the TBI patient and the family members. Others’ aid to get things 
started often helps. (Comper et al. 2005.) 
If the TBI leads to slow functioning, more time has to be set aside for everything than 
previously, and doing things in a rush should be avoided. A TBI patient often has difficulty 
in understanding the passing of time. Things with multiple stages are best planned well 
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ahead and carried out one stage at a time. Things familiar from old can usually be done if 
they always happen in the same way. The slightest change may break the whole process if 
TBI has caused deterioration of planning skills. Slowness of functioning does not always 
show on the surface, but the patient feels that thinking and acting do not progress at the 
same pace as before. Family members are the best observers to find out and quantify the 
symptoms. Slowness can be seen in the patient’s way of moving and appearance – as if the 
patient had aged rapidly all of a sudden. (Öhman et al. 2008, Clinical Practice Guideline 
2009, Tenovuo 2010, Falk 2012.) 
 
 
Table 1. Symptoms caused by TBI (Öhman et al. 2008). 
Physical symptoms Cognitive symptoms Emotional symptoms 
Headache Attention problems Depression and anxiety 
Dizziness 
Nausea 
Concentration problems  
Being easily distracted 
Impulsiveness, having a quick 
temper 
Fatigue and sleeping 
problems 
Impaired memory and ability to 
learn  
Personal characteristics being 
flattened or emphasized 
Balance and coordination 
problems 
Disturbances of fine motor 
coordination  
Dystonia  
Compulsive movements 
Parkinsonism  
Trembling  
Perseveration  
Difficulty in verbal and non-verbal 
communication 
 
Unawareness of symptoms 
Sensitivity to stimuli  
Concretization or childlikeness of 
thinking  
Lack of judgment  
Difficulty in understanding the 
emotional content in speech  
Mild difficulty in finding words  
Discursive speech 
 
  
  
  
  
 
Emotional symptoms 
Emotional symptoms include aggressiveness and a quick temper. Changes in a TBI patient’s 
behaviour or emotional life are often the most difficult consequence from the family members’ 
viewpoint (Kneafsay & Gawthorpe 2004, Verhaeghe et al. 2005b, Wells et al. 2005, Clark et 
al. 2009). The changes in behaviour and emotional life are confusing also for the patients 
themselves, and they often lead to loss of self-image (Sinnakaruppan et al. 2005, 
Wongvatunyu & Porter 2005, Vanderploeg et al. 2007). It is entirely possible, however, that the 
patient’s personality and behaviour stay just as they were before, even if other distinct symptoms 
remain after the injury (Öhman et al. 2008). Changes in behaviour include increased 
irritability and a quick temper. A previously gentle character may become easily angered 
and unkind verbally to others. A quick temper is often accompanied by aggressiveness 
which fortunately usually stays at the verbal stage. On the other hand, the change can 
occur in the completely opposite direction, so that the person becomes more even-tempered and 
calm than before. (Tenovuo 2010.) 
Mood swings from sadness to happiness can occur very rapidly even without an 
obvious reason. Learning how to manage the irritability, quick temper and aggressiveness 
is important in order for the TBI patient to avoid situations where they cannot keep their 
aggressions under control. Family members are often relieved by the fact that these kinds of 
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changes are a part of normal TBI symptoms. (Sinnakaruppan et al. 2005, Knapp et al. 2013.) 
The rapid swings in emotional life and mood can also bewilder TBI patients and their 
family members. Quick temper and drastic mood swings can be alleviated with 
medications if the symptoms are very inconvenient. (Öhman et al. 2008, Clinical Practice 
Guideline 2009, Tenovuo 2010.) 
 
Other common symptoms  
Other common symptoms remaining after TBI include decreased alcohol tolerance, difficulty 
with behaving appropriately in different situations, changes in appetite and sexual 
functioning, and difficulty with understanding non-verbal communication. Difficulty with 
understanding non-verbal communication can complicate relationships as the 
interpretation of tones, facial expressions and gestures does not work like before. Further 
symptoms include impairment or loss of the sense of smell, mild vision disorders, 
disturbances of sleeping patterns, and epilepsy. (Öhman et al. 2008, Clinical Practice 
Guideline 2009, Tenovuo 2010.) 
 
Classification of TBI 
The severity of TBI is often classified using three variables: the Glasgow Coma Score (3-15) 
on admission; length of unconsciousness; length of post-traumatic memory loss. The 
assessment is importantly modified by the presence or absence of signs of trauma in the 
CT scans and, much more sensitively, in ordinary MR imaging or with more specific MRI 
sequences such as iron-sensitive MRI (sensitive to small haemorrhages not seen in CT 
scans) and diffusion tensor MRI (sensitive to injuries to white matter tract systems not 
seen in ordinary MR scans). (Öhman et al. 2008.) (Table 2). 
In Finland, mild TBIs are still treated in basic health care while the treatment of 
moderate and severe TBIs is now centred in the neurosurgical units of the five university 
hospitals. In mild TBIs, 90% of all TBIs, the loss of consciousness and the period of post-
traumatic amnesia (memory loss) is short. Findings in the initial CT scans are absent and 
the injury does not require neurointensive care or neurosurgical procedures. The majority 
of mild TBI sufferers recover fully, usually within a few days or weeks, but some 15% are 
left with long-term or even permanent symptoms. (Öhman et al. 2008.) 
A moderate head injury is defined as the loss of consciousness for between 15 minutes 
and six hours, and/or a period of post-traumatic amnesia of up to 24 hours. The severity of 
the TBI is also considered moderate if abnormal intracranial findings caused by the injury 
can be detected in the brain scans. Most patients with moderate TBI are left with 
permanent symptoms (Table 1), although it is also possible to recover fully. (Öhman et al. 
2008, Liimatainen et al. 2012.) (Table 2). 
Patients with severe TBIs remain unconscious for at least half an hour after the injury or 
their memory loss lasts more than a week. TBIs requiring neurosurgical treatment are also 
considered severe. Patients with severe TBIs are nearly always left with permanent 
symptoms, although full recovery is sometimes possible. If the patient’s unconsciousness 
lasts for more than a week or they have a memory loss spanning more than a month, the 
TBI is considered very severe. Practically no patients with an injury of this severity make a 
full recovery, and a small proportion of the patients remain permanently unconscious. 
Patients with severe TBI are treated in the neurointensive care unit from where they are 
transferred to the neurosurgical ward for follow-up treatment. From the ward they are 
transferred to a central hospital, health centre ward, or rehabilitation facility. (Öhman et al. 
2008.) (Table2).
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2.2 COMPETENCE IN SUPPORTING TBI PATIENT’S FAMILY MEMBERS  
 
2.2.1 Supporting TBI patients’ family members  
Nursing staff use different nursing interventions to support TBI patients’ family members. 
Nursing interventions in this context mean providing information, explaining the reasoning 
behind the TBI patient’s treatment, listening and encouraging, and guiding family members 
how to cope the TBI patient, who is suffering from different symptoms and deficits caused 
by the TBI. Traumatic brain injuries happen suddenly and unexpectedly. That is why TBI 
patients’ family members often have primarily informational needs. Family members want 
information about the symptoms caused by TBI such as physical symptoms, including 
headache, vision disorders and difficulties in moving (Sinnakaruppan et al. 2005, McCabe 
et al. 2007, Verhaeghe et al. 2007, Arango-Lasprilla et al. 2010, Falk 2012, Lefebvre & Levert 
2012), or disorientation after TBI as well as difficulties in producing and understanding 
verbal communication (Winstanley et al. 2006, Rotondi et al. 2007). TBI patients’ condition 
is often unstable, which complicates informing family members (Verhaeghe et al. 2007, 
Öhman et al. 2008, Roscigno et al. 2013). The monitoring of vital signs is very challenging 
(Lane-Brown & Tate 2009) as TBI causes different cognitive and emotional disturbances 
which are amplified by the pains caused by the injury (Gallagher et al. 2006). According to 
previous studies, family members found that they were not given sufficient information 
about potential problems and therefore were not able to prepare themselves for the 
problems (Lefebvre et al. 2008, Kontos et al. 2012). For instance, family members felt that it 
would have been good to have enough information in order to prepare themselves to face 
the patient, particularly when the TBI had caused impulsiveness or aggressiveness in the 
patient (Wells et al. 2005, Wongvatunyu & Porter 2005, Arango-Lasprilla et al. 2010, Berry 
et al. 2012). 
Nursing staff provide emotional support for TBI patients’ family members by consoling, 
which alleviates uncertainty, anxiety, hopelessness and depression. Family members’ 
knowing that help is available if needed, sharing their concerns with someone and getting 
encouragement helps them to cope. Emotional support also entails listening and talking. 
(Finfgeld-Connett 2005, Murray et al. 2006, Roscigno et al. 2013.) The changes in TBI 
patients’ personality and behaviour cause stress to family members. According to family 
members, TBI patients are more aggressive, anxious, dependent, depressed and irritable, 
and had a worse memory after the injury than before it. (Hora & de Sousa 2005, Norup et 
al. 2010.) Pryor (2004) noted that environmental factors including disturbing noise, lack of 
privacy or choice, inexperienced staff, patients talking to family members, family’s too high 
expectations, and treating the patient as a “child” cause aggressiveness. This requires 
nursing staff to have the skill to interpret the hints that predict violent behaviour (Pryor 
2005, 2006). 
Nursing staff have to take into account the effects of the injury on the whole family when 
providing emotional support for family members (Verhaeghe et al. 2005b). By keeping up 
hope, nursing staff help TBI patients’ family members to cope with their difficult situation 
(Jumisko et al. 2007, Verhaeghe et al. 2007, Roscigno et al. 2013). On the other hand, family 
members wished that they were told when there was no hope left (Bond et al. 2003, 
Verhaeghe et al. 2007). It is important for family members to be able to talk about their 
feelings of guilt and about what has happened as talking helps them to cope with their 
difficult situation (Lefebvre et al. 2007). However, only a quarter of nursing staff evaluate 
that they inform family members about the effects of the injury on the family’s life (Coco et 
al. 2007). TBI patients’ family members also felt that they received too little preparation for 
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the future and experienced uncertainty and fear as understanding the situation was 
difficult for them (Rotondi et al. 2007). 
Practical support means, e.g., guiding family members in the patient’s physical care, 
childcare services, help with transportation, help with household management as well as 
providing guidance in financial matters (Finfgeld-Connett 2005). In the acute phase it was 
extremely important for family members to be able to be present and participate in care, as 
they feared something would happen to their loved one while they were away (Bond et al. 
2003, Driver 2005, Lam & Beaulieu 2004, Livesay et al. 2005, Verhaeghe et al. 2007, 
Sapountzi-Krepia et al. 2008, Lefebvre & Levert 2012). Family members’ participation in the 
patient’s care and nursing practices such as visiting hours vary in different cultures 
(Anzoletti et al. 2008, Sapountzi-Krepia et al. 2008). According to Livesay et al. (2005), 
nursing staff explained that limitations in visiting hours were important in order to ensure 
family members get some rest. TBI patients’ family members need support from nursing 
staff when assisting the TBI patient in daily activities, as disturbances in functioning and 
behaviour often exist after the injury. TBI may cause the patient’s functioning to get stuck, 
e.g., while eating. Being easily distracted, quick-tempered and sensitive to stimuli affects 
the patient’s ability to dress themselves independently. Unawareness of symptoms 
prevents the patient from understanding the limitations in movement caused by 
hemiparesis. Problems with memory and learning impede the using of aids designed for 
walking and moving. (Öhman et al. 2008.) The danger of TBI patients becoming isolated is 
increased by the combination of worsened initiative and social skills with unawareness of 
symptoms (Kervick & Kaemingk 2005). Family members need information about the 
possibility of having a personal assistant, activities of brain injury organizations, 
organization of work trials and services of rehabilitation outpatient clinics, as the brain 
injury patients often cannot look after their benefits or health (Leith et al. 2004, Winstanley 
et al. 2006, Öhman et al. 2008, Jaffee et al. 2009, Kontos et al. 2012, Lefebvre & Levert 2012, 
Calvete & deArroyabe 2012). 
In summary, it can be stated that supporting TBI patients’ family members is initiated by 
their needs and entails broad and multifaceted competence from nursing staff. At the 
beginning of treatment, family members particularly have informational needs related to 
the TBI patient’s care and prognosis, which they try to use to maintain hope. Family 
members also need encouragement and listening to in their difficult situation. Furthermore, 
they need guidance from nursing staff on how to participate in the TBI patient’s care and 
how to acquire the necessary services to promote the rehabilitation of their loved one.  
2.2.2 Competence in TBI patients’ nursing practice 
Competence integrates the cognitive, affective and psychomotor domains in nursing 
practice (Meretoja et al. 2004). According to Defloor et al. (2006), emergency and difficult 
situations require more competences than those offered by basic nursing education. The 
model developed in the NeuroBlend project divides neuronursing competence into acute, 
rehabilitation and palliative nursing. These domains of nursing practice are not dependent 
on the nursing unit, as nursing staff may have to solve TBI patients’ sudden problems, and 
on the other hand, the TBI patients’ rehabilitation may have already begun on the first day 
of treatment (van der Woert et al. 2007). Furthermore, nursing staff in the intensive care 
unit may have to carry out palliative nursing (Thompson ym. 2006, Calvin ym. 2007, 
Verhaeghe et al. 2010a, 2010b). The aim of rehabilitation neuronursing is that the patient 
relearns how to communicate, move and function as normally as possible. Palliative care 
caters to the patient’s physical, psychological, social and spiritual needs. (van der Woert et 
al. 2007.) In this study, the competence in nursing TBI patients and supporting their family 
members is divided into informational, emotional and practical domains, in all of which 
nursing staff need basic and advanced competence. 
When the patient’s situation is acute, nursing staff carry out suitable and appropriate 
treatment together with physicians and a multidisciplinary team, according to the practices 
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of the organization. Nursing staff have to be competent to monitor TBI patients’ condition 
so that declines in their state of health can be prevented. (Hickey 2009, Olson et al. 2013.) 
The aim of TBI patients’ acute nursing is to prevent the worsening of acute TBI by securing 
vital functions, treating complications like intracranial haematomas, and preventing 
complications like infections of an open injury (Celik 2004, Tasker et al. 2006, Öhman et al. 
2008). Primary brain injury is irreversible and causes mechanical tissue damage, swelling, 
blood congestion and, in addition brain circulation deficiency which may cause the 
development of secondary brain injuries (Öhman et al. 2008). Therefore, in the case of acute 
TBI patients, nursing staff need information about the patient’s vital functions such as their 
circulation, respiration and body temperature. Nursing staff have to be able to gather 
information about TBI patients’ level of consciousness using reliable instruments, pupil 
size, and symptoms related to raised intracranial pressure as well as indicators of epileptic 
seizures. (Barker 2002, Kneafsey & Gawthorpe 2004, Olson et al. 2013.) Nursing staff have a 
significant role in the success of TBI patients’ fluid replacement therapy (Cook et al. 2004). 
It is important that nursing staff gather information from both the TBI patient and the 
family members in order to get a comprehensive picture of the TBI patient’s condition. 
Particularly in the case of the patient suffering from unawareness of their symptoms, family 
members are best to describe the patient’s condition before the injury. (Friedman et al. 2003, 
Öhman et al. 2008, Hickey 2009.) On the other hand, Verhaeghe et al. (2007) noted that 
family members cannot necessarily understand the meaning of specific parameters such as 
monitoring of intracranial pressure. Nursing staff must be able to support TBI patients and 
their family members in their grief (Marwit & Kaye 2006). In addition, nursing staff guide 
TBI patients and their family members in rapidly changing situations and after bad news 
has been given to them (Bay & McLean 2007, Verhaeghe et al. 2007, Roscigno et al. 2013). 
In the rehabilitation nursing of TBI patients, nursing staff, together with a 
multidisciplinary team, have to find out the TBI patients’ needs and the disturbances and 
injuries that complicate their daily functioning. Rehabilitation depends on the severity of 
the injury, the deficiency symptoms (paralysis, disturbances of verbal and other mental 
functions, incontinence), the patient’s age and ability to function prior to the illness, 
demands of work for the working age patients, social network and the patient’s own 
motivation (Brain Association 2013). Good interaction between TBI patients and nursing 
staff promotes rehabilitation (Burton & Gibson 2005). Therefore, nursing staff are required 
to have particularly good interaction skills so that they are able to cope with, e.g., 
disorientated and aggressive patients (Pryor 2004). It is very important for TBI patients’ 
rehabilitation that nursing staff allow the patient to have enough time to express 
themselves and that nursing staff listen to both the patient and their family members in a 
professional manner (Lindstam 2012, Kontos et al. 2012). Nursing staff gather information 
about TBI patients’ moving, cognitive state, behaviour and ability to cope with daily 
functions. Information is gathered from the TBI patients if their condition allows it. TBI 
patients’ treatment needs are assessed together with a multidisciplinary team and the 
potential changes in the patients’ sensomotor, cognitive and emotional disturbances are 
anticipated. (Hickey 2009.) Family members play a central role in supporting the TBI 
patient to cope at home (O’Connell et al. 2003, Kneafsey & Gawthorpe 2004, Kontos et al. 
2012). Nursing staff are therefore in a significant position in guiding the TBI patients and 
their family members, e.g., at discharge from hospital and after it (Kneafsey & Gawthorpe 
2004, Burton & Gibson 2005, Falk et al. 2008). 
In rehabilitation nursing, nursing staff carry out interventions related to the patient’s 
sensomotor, cognitive and emotional state (Hickey 2009). Nursing staff support and guide 
the patient in relearning how to move, look after themselves, engage in hobbies and interact 
with others. The patient and family members are also supported to cope financially and 
their social networks are sorted out. It is important to prevent different complications, e.g., 
shoulder pain (Leung et al. 2007), pneumonia or contractures (Forsbom et al. 2001, 
Seneviratne et al. 2005, van der Woert et al. 2007, Murphy & Carmine 2012). Receiving 
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support has, in addition, been noted to be related to how TBI patients and their family 
members cope later on (Smith et al. 2004, Burton & Gibbon 2005, Calvete & deArroyabe 
2012). The co-operation of the treatment team and the results of rehabilitation are recorded 
in a rehabilitation plan. In TBI patients’ rehabilitation nursing it is also important that, 
among other things, the effects of the planned rehabilitation are recorded in the 
rehabilitation plan (Pitzén et al. 2012). 
Palliative nursing of TBI patients is the comprehensive care given to patients with life-
threatening or fatal injuries and their families, where the alleviation of pain and other 
symptoms and the processing of psychological, social and spiritual problems are essential. 
Nursing staff have to recognize problems related to the patient’s care and the causes behind 
them, as well as the patient’s symptoms, by monitoring the TBI patient’s pain, changes in 
vital functions, swallowing, ability to move, neurological and cognitive functions, and 
mental state, e.g., grief and hopelessness. (Thompson et al. 2006, van der Woert et al. 2007.) 
Nursing staff use valid instruments, e.g., the Rand-36 instrument (Tomberg et al. 2007), to 
assess the TBI patients’ and their family members’ quality of life. Nursing staff can, in 
addition, utilize pain scales (Ofek & Defrin 2007) or the MMSE test (Özbudak et al. 2006). 
Nursing is based on comprehensive information gathered from the TBI patient, family 
members, other professionals and the nursing staff themselves. It is also important to 
gather information about the TBI patient’s respiration, elimination and nutritional state. 
The care plan is based on the family’s viewpoint (Forsbom et al. 2001, Thompson et al. 2006, 
van der Woert et al. 2007). It is essential that the patient and family participate in planning 
the patient’s care. The aim of the interventions is to console the patient and the family, and 
promote and maintain the patient’s dignity and quality of life. Nursing staff must recognize 
the factors that may cause suffering to the TBI patient and their family. (Thompson et al. 
2006, Roscigno et al. 2013.) The care plan takes into account the patient’s needs both in the 
short term, e.g., pain relief, and in the long term, e.g., needs related to the quality of life. It is 
important that nursing staff are able to coordinate the TBI patient’s care systematically and 
to co-operate in a multidisciplinary team. Nursing staff coordinate the transfer of a TBI 
patient from the ward to a nursing home or a rehabilitation centre. (Wideheim et al. 2002, 
Thompson et al. 2006, van der Woert et al. 2007, Lefebvre & Levert 2012.) 
Neuronurses have to take part in discussions concerning the development of TBI patients’ 
nursing practice. Furthermore, they have to recognize development needs in TBI patients’ 
nursing. The law on health-care professionals requires neuronurses to maintain and 
develop their professional skills and be familiar with the laws concerned with nursing 
practice (559/1994). In order for neuronursing staff to achieve professional growth, they 
have to be able to assess their professional competence continuously (cf. Heikkilä et al. 
2007). TBI patients’ neuronursing practices should be based on scientific research and 
knowledge from other branches of science. Nursing staff have to recognize the efficient, 
safe and effective practices in TBI patients’ nursing. It is important that nursing staff update 
their knowledge of new research results and nursing practices. (Virta-Helenius et al. 2004 
van der Woert et al. 2007, Olson et al. 2013.) Neuronursing staff evaluates their competence 
in utilizing research information and taking part in developmental activities as moderate 
(Mäkipeura et al. 2007). The development of neuronursing practice by utilizing research 
information requires neuronursing staff to have the ability to assess the reliability of 
research (cf. Heikkilä et al. 2007). 
 
2.2.3 Conclusion 
In Finland it’s evaluated that 80,000-120,000 new social and health-care workers will be 
needed by the year 2025. Social and health care is struggling already with a lack of 
competent nurses. (Mäkitalo et al. 2010.) Informal care is already common in many 
countries, where families provide care in hospitals. Health education and informational 
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needs are important factors for family members which are often underestimated by nursing 
staff (Lavdaniti et al. 2011). 
In this study the supporting of TBI family members has three dimensions: informational, 
emotional and practical. TBI patients’ family members need information about care, 
treatment and prognosis (Verhaeghe et al. 2005a, 2005b). For TBI patients’ family members 
coping with the consolation is essential because it alleviates uncertainty, anxiety, 
hopelessness and depression (Chronister et al. 2010, Keenan & Joseph 2010, Berry et al. 
2012). TBI patients’ family members’ involvement promotes patients’ coping, thus it is 
crucial that nursing staff teach how to participate in care and rehabilitation (Winstanley et 
al. 2006, McCabe et al. 2007). 
The competence required in TBI patients’ treatment can be examined from the viewpoint 
of acute, rehabilitation and palliative nursing according to the NeuroBlend model. The 
model is based on the supposition that, e.g., the rehabilitation of TBI patients begins in the 
neurointensive care unit straight after the injury and, on the other hand, TBI patients 
receiving palliative care may only suffer from symptoms that require acute treatment. TBI 
patients’ nursing is always multidisciplinary. The condition of a TBI patient can also be so 
severe that they receive palliative care straight after the injury. (van der Woert et al. 2007.)  
Supporting TBI patients’ family members and the required basic and advanced 
competence from nursing staff’s viewpoint has previously scarcely been studied. Research 
concerning family members’ needs after their loved one has suffered a TBI exists, but the 
studies are mostly qualitative and the sample sizes in quantitative studies are small. There 
is a lack of previous research on supporting family members on the ward straight after the 
TBI patient has been transferred from the intensive care unit. 
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3 Purpose of the Study, Research Questions and Design   
The purpose of the study was to examine what supporting TBI patients’ family members 
entails and how often nursing staff provide support for TBI patients’ family members as 
well as what kind of nursing competence (basic/advanced) is needed to support TBI 
patients’ family members on neurosurgical wards. In addition, the aim was to examine the 
relationship between background variables and how often nursing staff provided support 
for TBI patients’ family members and what kind of competence is required. The research 
questions were: 
 
 Based on previous research, what does supporting TBI patients’ family members 
entail? (Original publication I). 
 According to the nursing staff’s evaluations, how often do they provide support 
(informational, emotional, practical) for TBI patients’ family members? (Original 
publications II-IV). 
 Are the background variables (age, education, work experience as a nursing staff 
member, work experience in the current work unit) of nursing staff related to how 
often they provide support for TBI patients’ family members? (Original publications 
II-IV). 
 According to the nursing staff’s evaluations, what kind of competence 
(basic/advanced) is needed to provide support (informational, emotional, practical) 
for TBI patients’ family members (Original publications II-IV). 
 Are the nursing staff’s background variables (age, education, work experience as a 
nursing staff member, work experience in the current work unit) related to how they 
evaluate the level of competence? (Original publications II-IV). 
 
The study design is presented in Figure 1.  
 
      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 1. Study design.  
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4 Data and Methods 
4.1 PHASE I: SYSTEMATIC REVIEW (PAPER I) 
Data 
A systematic literature review (2008-2010) was carried out in the first phase of the study in 
order to find out how previous research during the years 2004-2010 defines the supporting 
of TBI patients’ family members. The searches were made in the CINAHL, Cochrane, 
PsycINFO and Web of Science databases using the search terms ”family”, ”relatives”, 
”sibling”, ”next of kin”, “significant other”, “traumatic brain injury”, “head trauma” and 
”nurs*” (search term includes “nursing” and “nurse”). The search resulted in 195 studies, of 
which 22 were selected for the final data (Paper I: Figure 1, Appendix 1). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2. Progression of the systematic review. 
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Analysis of data 
In the study, the data from the systematic literature review were analysed using content 
analysis. The analysis was started by carefully reading all of the research articles, and 
keeping the study question in mind so that it was possible to gain a complete sense of the 
contents. Subsequently, the central results were set in tabular form and they were analysed. 
The data were then coded. After this, codes that included similar actions were grouped 
together into sub-categories and named accordingly. The original phrases picked from the 
articles were grouped according to the domains of support. Units of analysis (word, 
sentence, phrase) were then selected. The phrases were further grouped into their own 
categories based on their similarities and differences. After that, the original units of 
analysis were reduced by retaining their original meaning. Next, by combining 
subcategories with similar contents, categories were formulated. During the analysis, 
categories were identified and developed in terms of their properties and dimensions. The 
categories were named with terms describing the data. (Burns & Grove 2001, Cavanagh 
1997, Elo & Kyngäs 2007). (Paper I: Tables 1-3). 
 
 
4.2 PHASE II: SURVEY FOR NEUROSURGICAL NURSING STAFF (PAPERS 
II-IV) 
Development of the questionnaire 
In the second phase of the study (2010) the questionnaire (Appendix 5) formed for this 
study was used to collect nursing staff’s perceptions about what kind of competence 
(basic/advanced) is required – and how often – by the supporting of TBI patients’ family 
members. The questionnaire included five questions relating to background information, 39 
statements relating to informational support, 16 statements relating to emotional support 
and 29 statements relating to practical support. The statements were answered on a six-
point Likert scale: 5 = always, 4 = often, 3 = occasionally, 2 = seldom, 1 = never and 0 = does 
not affect me. Whether the content of the statement required basic or advanced competence 
was evaluated on a two-point scale: 1 = basic competence and 2 = advanced competence. 
The questionnaire was based on previous research on providing support for TBI patients’ 
family members and the systematic literature review carried out in the first phase of the 
study. The questionnaire was also reviewed by a panel of experts in TBI patients’ care (two 
registered nurses, a practical nurse, a nurse director, an anaesthetist and a neurosurgeon). 
The panel of experts evaluated the content of the questionnaire and the suitability of the 
statements in relation to TBI patients’ care and supporting their family members. The 
experts stated that the questionnaire was comprehensive in content and proposed the 
removal of exact parameters related to, e.g., blood glucose values as well as the addition of 
the statement ”I maintain the hope of the family members of a TBI patient without giving 
false hope”. Further, two nursing staff members with extensive experience in treating TBI 
patients piloted the questionnaire (Appendix 5). They found that the statements were 
understandable and the questionnaire did not lack anything essential and was easy to 
answer. On the other hand, they noted that the number of statements was high, but as a 
comprehensive view of the phenomenon was wanted, the number of statements was not 
reduced (Figure 3). 
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Figure 3. Development of the questionnaire. 
 
Sample 
The sample consisted of all nursing staff working on the neurosurgical wards (N = 6) at all 
university hospitals (N = 5) in Finland. The questionnaires were sent via contact persons to 
all nursing staff (N = 172) working on the neurosurgical wards (N = 6) in Finland. All 
registered nurses and practical nurses (licensed vocational nurses), together with assistant 
head nurses and head nurses, were invited to participate. The response rate was 67% 
(Papers II-IV). 
 
Analyses of the questionnaire data 
The data from the questionnaire were statistically analysed using SPSS statistical software 
17. Descriptive statistics means and deviations were examined first. It was noted that the 
deviations varied. Next, factor analysis was carried out, with the value “0” left out of the 
analysis. The factor analysis was carried out using the principal component and principal 
axis method with Varimax rotation. For further analyses, the background variables age and 
education were reclassified (DeVellis 2012). 
The factor analysis solutions relating to informational support were examined starting with 
39 variables. The variables with loadings under 0.500 were omitted from the analysis one at 
a time. A total of 22 variables were included in the final factor analysis. The factor solution 
explained 64.5% of the total variance with respect to the informational support provided for 
TBI patients’ family members; the communalities ranged between 0.520 and 0.799. The 
informational support factor loadings ranged between 0.503 and 0.862. The factor solution 
of emotional support explained 56.8% of the total variance and the communalities varied 
between 0.316 and 0.605. The emotional support factor loadings ranged between 0.410 and 
0.830. Altogether 16 variables were included in the factor analysis for emotional support. 
The factor solution of practical support explained altogether 59.7% of the total variance and 
the communalities were between 0.304 and 0.793. The practical support factor loadings 
varied between 0.421 and 0.858. There were a total of 28 statements relating to practical 
support provided for TBI patients’ family members (Burns & Grove 2001). 
Nursing intervention sum variables were formed based on the factors. The Kolmogorov-
Smirnov test was used to examine the distributions. The distributions were all normal. The 
relationships between the background variables and the nursing intervention sum variables 
were examined using one-way ANOVA, two-way ANOVA, MANOVA and linear 
regression. The results were evaluated using the p-value (p < 0.05). (Polit & Beck 2012.) In 
addition, the internal consistency of the questionnaire was evaluated by calculating 
Cronbach’s alpha coefficients for the mean sum variables related to the supporting of TBI 
patients’ family members (Burns & Grove 2001) (Table 4). 
Research of existing 
literature supporting TBI 
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Planning and preparation of 
questionnaire 
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Percentage distributions of the nursing staff’s perceptions about the level of competence 
(basic/advanced) associated with nursing interventions were also examined. Finally, 
competence mean sum variables in respect of the nursing intervention sum variables were 
formed; the means varied from one (1 = basic competence) to two (2 = advanced 
competence). The relationships between the background variables and the competence 
mean sum variables were examined using one-way ANOVA, two-way ANOVA, 
MANOVA and linear regression. The results were evaluated using the p-value (p < 0.05) 
(Polit & Beck 2012). In addition, Pearson’s correlation was used for calculating whether 
there was a correlation between how often nursing staff provided support for TBI patients’ 
family members and how they determined the level of competence (basic/advanced) (Polit 
& Beck 2012). The summary of data and analyses are presented in Table 3. 
 
 
Table 3. Survey study for neurosurgical nurses, data and analyses. 
Study focus Data Data analysis   
    
Nursing staff’s evaluations on 
supporting TBI patients’ 
family members 
Survey 
n = 115 
Percentages, means, standard 
deviations, Kolmogorov-Smirnov, factor 
analysis, one-way Anova, two-way 
Anova, Manova, linear regression 
  
Nursing staff’s evaluations on 
their competence to support 
TBI patients’ family members 
Survey 
n =115 
Percentages, means, standard 
deviations, one-way Anova, two-way 
Anova, Manova, linear regression 
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5 Results 
The results of the study are presented in the following by combining the results of the 
systematic literature review (Paper I) and nurses’ evaluations of the implementation of 
informational, emotional and practical support and the competency needed to support TBI 
patients’ family members (Papers II-IV). 
 
5.1 INFORMATIONAL SUPPORT IN SUPPORTING TBI PATIENTS’ FAMILY 
MEMBERS 
As a result of the content analysis of the systematic literature review in the first phase of the 
study, four classes of informational support were formed: information about TBI patients’ 
symptoms, information about TBI patients’ treatment, quality of information and 
information about TBI patients’ prognosis (Figure 4). TBI patients’ symptoms vary from 
physical and cognitive symptoms to behaviour problems and they cause stress and anxiety 
for family members. Family members therefore need information about the symptoms 
caused by the injury. Family members want to be informed about the patient’s treatment 
and reassured that the patient receives the best possible care and that no injuries are left 
unnoticed. In addition, family members want to know about the patient’s medication. 
(Wongvatunyu & Porter 2005, McCabe et al. 2007, Arango-Lasprilla et al. 2010.) Regarding 
the quality of information, family members found that they did not always receive enough 
information in order to participate in making decisions about the patient’s appropriate 
treatment. Family members further criticized meetings with health-care professionals for 
their short duration and for the meetings not attending to family members’ current needs. 
Family members also wanted to have all information in written form. They felt that 
questions should be answered honestly and understandably. Family members wanted 
information about the consequences of TBI and the potential problems. (Verhaeghe et al. 
2005b, Murray et al. 2006, Arango-Lasprilla et al. 2010.) (Paper I) 
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Figure 4. Informational support for TBI patients’ family members according to systematic review 
(Coco et al. 2011).  
 
The results of the survey for nursing staff on neurosurgical wards in the second phase of 
the study showed that as a whole, nursing staff evaluated that they provided informational 
support for TBI patients’ family members fairly often (3.4, SD ±0.599). Nursing staff 
evaluated that they provided support for TBI patients’ family members most often by 
telling them about management of the symptoms caused by TBI (mean 3.7, SD ±0.738) and 
the evaluation of treatment efficacy (mean 3.7, SD ±0.742). On the other hand, they fairly 
seldom informed family members about vital signs monitoring (mean 3.3, SD ±0.792), 
control of intracranial pressure (3.3, SD ±0.938) and the prevention of secondary injuries 
(3.2, SD ±0.859).  
According to the nursing staff’s evaluations, a basic level of competence was most 
needed in evaluating the efficacy of treatment (1.3, SD ±0.351) and vital signs monitoring 
(1.4, SD ±0.321). On the other hand, the nursing staff evaluated that control of intracranial 
pressure requires advanced competence (1.6, SD ±0.395).  
Taking into consideration of the background variables, the nursing staff member’s age (p 
= 0.010), length of work experience as a nursing staff member (p = 0.004) and length of work 
experience in the current work unit (p = 0.002) were connected to how often they told TBI 
patients’ family members about vital signs monitoring. Nursing staff members with 11-20 
years and 21 or more years of work experience in the current work unit most often told 
family members about the control of intracranial pressure. Practical nurses (p = 0.000) told 
family members least often about the management of symptoms caused by TBI. Education 
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was also connected to providing information about the efficacy of treatment, as registered 
nurses with a university of applied sciences education told family members about it most 
often (p = 0.007) (Paper II). 
 
5.2 EMOTIONAL SUPPORT IN SUPPORTING TBI PATIENTS’ FAMILY 
MEMBERS 
As a result of the content analysis of the systematic literature review in the first phase of the 
study, three classes of emotional support were formed: taking TBI patients’ family 
members’ feelings into account, caring and listening, and respecting family members 
(Figure 5). The changes in a TBI patient induced by the injury cause family members to 
have different feelings, like fear, anxiety, shame and guilt. Furthermore, the aggressiveness 
of a TBI patient caused suffering for family members (Wells et al. 2005). Family members 
found that some times doctors do not give any hope for the recovery of aTBI patient 
(Wongvatunyu & Porter 2005), and occasionally family members talked about feeling 
sadness similar to if their loved one had perished. Their loved one had not actually died, 
but the TBI had caused the patient’s personality to change so that family members did not 
recognize them as the same person any more. Receiving care and being listened to helped 
family members to cope with their difficult situation. Family members found it particularly 
important to discuss difficult topics, such as marital problems or feelings of shame, with 
nursing staff. (Winstanley et al. 2006, Charles et al. 2007, Keenan & Joseph 2010.) Family 
members primarily wanted TBI patients’ needs and wishes to be respected (Hart et al. 2007, 
Arango-Lasprilla et al. 2010). Nursing staff must take into account the different progression 
rates of family members’ grieving processes (Lefebvre et al. 2007). (Paper I) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 5. Emotional support for TBI patients’ family members according to systematic review 
(Coco et al. 2011). 
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As a result of the survey in the second phase of the study, the mean sum variables of 
emotional support were formed: taking into account TBI patients’ family members’ 
individuality and respecting them, encouragement of TBI patients’ family members, 
supporting the ability of TBI patients’ family members to cope, creating a safe atmosphere, 
and dealing with difficult emotions expressed by TBI patients’ family members. As a 
whole, nursing staff evaluated that they provided emotional support for TBI patients’ 
family members fairly often (3.7, SD ±0.470). According to the nursing staff’s evaluations, 
they most often took into account TBI patients’ family members’ individuality and 
respected them (4.4, SD ±0.503). Nursing staff also stated that they often encouraged TBI 
patients’ family members (4.0, SD ±0.557). Nursing staff fairly often supported family 
members’ ability to cope (3.6, SD ±0.619) and created a safe atmosphere (3.3, SD ±0.769), and 
dealt less often with family members’ difficult emotions, such as anger and guilt (2.8, SD 
±0.780).  
From the nursing staff’s perspective the provision of emotional support for TBI patients’ 
family members required basic competence encouragement of TBI patients’ family 
members (1.3, SD ±0.337); dealing with difficult emotions expressed by TBI patients’ family 
members (1.3, SD ±0.383); supporting the ability of TBI patients’ family members to cope 
(1.4, SD ±0.441); creating a safe atmosphere (1.1, SD ±0.343); taking into account TBI 
patients’ family members’ individuality and respecting them (1.2, SD± 0.365). 
Nursing staff’s background variables were not connected to either how often nursing 
staff evaluated supporting TBI patients’ family members or what level of competence they 
assessed is required by emotional support. (Paper III) 
 
 
5.3 PRACTICAL SUPPORT IN SUPPORTING TBI PATIENTS’ FAMILY 
MEMBERS 
As a result of the content analysis of the systematic literature review in the first phase of the 
study, four classes of practical support were formed: supporting family members in 
decision-making, promoting welfare, supporting family members in participating in TBI 
patients’ care, and co-operation with family members and guidance to support services 
(Figure 6). Family members wanted to participate in the patient’s care and take part in 
making decisions about the patient’s treatment. Family members need support and help in 
order to cope with the problems they face with the TBI patient on a daily basis. Nursing 
staff and peer support groups provide family members with tools to deal with the 
problems they are faced with. (Sinnakaruppan et al. 2005.) The welfare of family members 
is promoted by them having a chance to get a break from the TBI patient’s care (Kneafsey & 
Gawthorpe 2004, Winstanley et al. 2006). Both the family members and the health-care 
professionals found that the support provided for behaviour disturbances was insufficient 
(Murray et al. 2006, Cornwell et al. 2009). McCabe and co-workers (2007) noted that co-
operation with a social worker promoted the welfare of TBI patients’ family members, but 
the family members’ welfare lessened when they did not have the opportunity to attend to 
their own needs (Winstanley et al. 2006; Lefebvre et al. 2008). When family members had 
the opportunity to participate in the TBI patient’s daily care on the ward, they evaluated 
that they were better able to cope with assisting the patient in daily activities and 
supporting rehabilitation at home (Rodgers et al. 2007). Family members need guidance to 
acquire financial support at an early stage in case they need to leave their job to be the TBI 
patient’s carer after the patient’s discharge from hospital (Rotondi et al. 2007, 
Wongvatunyu & Porter, 2005, Arango-Lasprilla et al. 2010). Family members found that 
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nursing staff did not know enough about support services, which then caused family 
members not to seek services in time and so the services were delayed. Family members felt 
that transporting the patient to different services was particularly hard (Leith et al. 2004). 
Family members wanted to co-operate with a physiotherapist and an occupational 
therapist. Family members needed guidance on the aids that the TBI patient needed at 
home after discharge from hospital. (Leith et al. 2004.) (Paper I) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 6. Practical support for TBI patients’ family members according to systematic review 
(Coco et al. 2011). 
As a result of the survey in the second phase of the study, the mean sum variables of 
practical support were formed: co-operation with TBI patients’ family members (mean 4.2; 
SD ±0.617), planning the TBI patient’s discharge with family members (mean 3.7; SD 
±0.754), guidance in daily activities (mean 3.5; SD ±0.685), respectful attitude and 
supporting family members’ refreshment (mean 3.1; SD ±0.746), and guiding family 
members in facing TBI patients’ mood swings and the symptoms caused by TBI (mean 3.0; 
SD ±0.705). As a whole, nursing staff evaluated that they provided practical support for 
family members fairly often (3.4, SD ±0.545).  
Nursing staff evaluated that teaching TBI patients’ family members in daily activities 
(1.5; SD ±0.376) requires the most advanced competence. Guiding family members in 
situations when the TBI patient has mood swings (1.3; SD ±0.362) was seen as basic 
competence. Guiding family members to have refreshment and breaks (1.2; SD ±0.329), 
planning discharge from hospital (1.2; SD ±0.362), and co-operation with family members 
(1.2; SD ±0.367) were also noted to require basic competence.  
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Taking into consideration of the background variables, practical nurses evaluated they 
co-operate less with TBI patients’ family members than registered nurses (p = 0.021). 
According to the results, it seems that the long work experience is connected to how often 
nursing staff guided family members when the TBI patient had mood swings (p = 0.036). In 
addition, the long work experience as a nursing staff member (p = 0.015) and the long work 
experience in the current work unit (0.059) were connected to how often nursing staff 
guided family members to have breaks and refreshment (Paper IV). 
 
 
5.4 SUMMARY OF THE RESULTS 
According to the systematic review’s results, it was important to TBI family members that 
their emotions were taken into account and that they could feel respected. Family members 
also wanted to co-operate with health-care personnel when the TBI patient was discharged. 
In addition, it was crucial to get information about care and TBI symptom management. 
The survey results showed, most often nurses evaluated that they provided emotional 
support, e.g., took into account the TBI patient’s family members and respected them. 
Nurses also often provided practical support, and they stated that they had a liaison with 
TBI patients’ family members. Nurses furthermore often provided encouragement for the 
TBI patient’s family members. Discharge planning, information about treatment efficacy 
and TBI symptom management were likewise often provided. Nurses stated that basic 
competence was needed to provide these support interventions. (Table 4) 
In addition, registered nurses often provided information about evaluation of treatment 
efficacy and symptom management, and co-operated with TBI family members when the 
TBI patient was discharged. 
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6 Discussion  
6.1 ETHICALITY OF THE STUDY 
The studies in the literature review were selected systematically and carefully using diverse 
databases. This study was carried out following good scientific practice. The study was 
planned, carried out and reported in an honest and detailed manner. 
In the second phase of the study, research permits were acquired according to the 
policies of each organization and the covering letter told recipients that participation in the 
study is voluntary and the management of the replies is confidential so that an individual 
participant cannot be recognized. Written research permits were received from all 
hospitals. In addition, the covering letter included the contact information for the research 
team in case of any questions or comments (Appendix 2, 3). The anonymity of the 
participants was ensured by the questionnaires being returned anonymously so that it was 
not possible to recognize individual participants. The results of the study have been 
published in an honest manner according to good scientific practice. (Burns & Grove 2001, 
Polit & Beck 2012.) 
 
6.2 RELIABILITY OF THE STUDY 
The reliability of the literature review was supported by the determination of the research 
question and the inclusion and exclusion criteria together with the research team. In 
addition, several databases were utilized in the literature searches. The literature searches 
were made in co-operation with an informatician. The reliability was further enhanced by 
the obtainment of all studies. The studies were made into tabular form for the analysis and 
the progression of the process is illustrated in a figure (Figure 2). The inclusion and 
exclusion criteria for the studies were pretested with a few randomly picked original 
scientific studies. There are, however, some limitations to the literature review. Two 
researchers could carry out the search and selection of the studies, which promotes the 
reliability of the review. In this review the searches were made together with an 
informatician, but the selection of the studies was made by one researcher for resource 
reasons. The generalization of the results is affected by the small sample size in many of the 
studies. In addition, only a few of the studies were made from the nursing staff’s 
viewpoint. It is possible that some studies have been left out from the searches, as for 
quality verification reasons the term “research” was used as one defining search term. (Polit 
& Beck 2012.) 
The validity of the questionnaire content was ensured by the previous systematic 
literature review concerning the support provided for TBI patients’ family members, as 
well as the team of experts’ panel and the piloting of the questionnaire by two members of 
staff with extensive work experience in nursing TBI patients and supporting their family 
members. Both the team of experts’ panel and the piloting found that the concepts covered 
the studied phenomenon sufficiently (Appendix 4). The experts suggested the addition of 
one statement and the modification of another, and these changes were carried out. Some 
limitations should be noted when interpreting and utilizing the results. The data were 
collected using a questionnaire designed for this study, in which nursing staff themselves 
evaluated how often they provided informational, emotional and practical support. It is 
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possible that they over- or underestimated the frequency of the support. In addition, it is 
important to take into consideration that a lot of items in the questionnaire are focused on 
what nurses do (e.g., I tell…). By scoring these items, nurses reported their activities. This 
can be seen as a report of more ‘objective’ activities of nurses that nurses can report because 
the items focus on issues that they can evaluate (what do I do). Other items focus on the 
effects that nurses generate by acting and performing their activities (e.g., I assure…). If 
nurses scored these items, they did not really or only score their activity itself, but the 
intention or effect of their activity. It is also possible that respondents answered according 
to what they thought were the ideal situation.  
Although the study used a whole sample, the sample size is small which also affects the 
generalization of the results. The response rate (67%) was moderate, but it is not known 
who did not respond and this can also affect the generalization of the results. Furthermore, 
the survey was carried out among nursing staff in all the neurosurgical wards in all Finnish 
university hospitals; however, this may limit the international generalization of the results. 
(Burns & Grove 2001.) 
The reliability and internal consistency of the questionnaire were assessed by factor 
analysis and in all categories of support (informational, emotional, practical) a five-factor 
solution was formed. The validity of the questionnaire content was ensured by calculating 
Cronbach’s alpha values; the values of the intervention sum variables varied between 0.54 
and 0.92, and the values of the competence sum variables varied between 0.66 and 0.93 and 
the values were rather good. (Heo et al. 2005, Shyu et al. 2006, DeVellis 2012.) In addition, 
the reliability of the results was ensured by including in the study all Finnish university 
hospitals, where adult TBI patients are treated immediately after the injury. The sample can 
be considered to be representative, as it is a so-called whole sample, because the nursing 
staff of all neurosurgical wards in Finnish university hospitals were invited to participate in 
the study. (DeVellis 2012.) 
 
6.3 DISCUSSION 
Based on the literature review findings, it was stated that the support needed by family 
members can be divided into informational, emotional and practical support. A clear 
knowledge base gap was noted in previous research concerning neurosurgical nursing 
staff’s evaluations and competence about supporting TBI patients’ families.  
The study produced new information about what providing support for TBI patients’ 
family members entails, how often nursing staff evaluated they provide informational, 
emotional and practical support for TBI patients’ family members, and what kind of 
competence is required by nursing TBI patients and supporting family members. Nursing 
staff evaluated that they provided support fairly often for family members in these 
categories. 
Nursing staff members evaluated that informational support was most seldom offered to 
family members.The informational support needed by TBI patients’ family members was 
divided into information about the TBI patient’s symptoms, information about the TBI 
patient’s care, the quality of information, and information about the prognosis. According 
to the results, nursing staff evaluated that they most often informed TBI patients’ family 
members about symptom management (e.g., pain or epileptic seizure medication) and 
efficacy of treatment (e.g., treatment is assessed using a pulse oximeter and pain scale), 
whereas the prevention of secondary injuries was most seldom discussed (e.g., 
taking/monitoring blood tests). Family members, however, want to receive exact 
information about possible complications and the TBI patient’s prognosis (Wongvatunyu & 
Porter 2005, Verhaeghe et al. 2005a, 2005b, Verhaeghe et al. 2007, Falk et al. 2008, Arango-
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Lasprilla et al. 2010, Calvete & deArroyabe 2012). The individual informational needs of 
family members must be taken into account when giving information (Falk et al. 2008, 
Prachar et al. 2010, Puggina et al. 2012). Prachar et al. (2010) argued that TBI patients’ 
family members’ most important needs were: to have questions answered honestly, to be 
assured that the best possible care has been given to the patient, to know specific facts 
concerning the TBI patient’s progress, to know expected outcome and to know that the 
patient’s pain is being addressed. It is also important for family members to receive 
understandable and honest information once a day (Lam & Beaulieu 2004, Verhaeghe et al. 
2007, Arango-Lasprilla et al. 2010, Roscigno et al. 2013). Lefebvre and Levert (2006) reported 
that TBI patients’ family members felt they received an insufficient amount of information. 
On the other hand, Verhaeghe and co-workers (2007) noted that telling family members 
exact values of, e.g., intracranial pressure may be confusing to them. It can be difficult for 
family members to understand the sudden changes in the TBI patient’s condition when the 
values suddenly worsen. In this study, nursing staff found that informing family members 
about the monitoring of intracranial pressure requires advanced competence. Previously, 
nursing staff have identified the prevention of secondary injuries and control of intracranial 
pressure as important research topics in nursing neuropatients (DiIorio et al. 2011). Nursing 
staff with a short work experience evaluated that they informed TBI patients’ family 
members about vital signs monitoring the most seldom, and also that this requires basic 
competence. Whereas informational support was evaluated to require the most advanced 
competence, and the nursing staff members with more than 21 years of work experience as 
a nursing staff member evaluated that informing family members about vital signs 
monitoring requires advanced competence. It is possible that the nursing staff with a short 
work experience consider vital signs monitoring as a basic technical skill. In contrast, those 
who have more than 21 years of work experience as a nursing staff member make broader 
analysis and interpretations when they tell TBI patients’ family members about monitoring 
vital signs. 
These results are similar to the study by Watts et al. (2011), as they noted that nurses 
rated their level of knowledge regarding the examination of TBI patients’ physical 
condition as fairly good, whereas they found that their knowledge in guiding family 
members is weaker. Nursing staff can reassure TBI patient’s family members e.g. by telling 
why vital signs are monitored and not only by reporting medical parameters, which family 
members may not be able to interpret correctly. Family members need concrete and 
understandable information about TBI patients’ condition and their treatment in order to be 
reassured that the best care is provided. (Verhaeghe et al. 2007, Roscigno et al. 2013.) While 
Lavdaniti et al. 2011 argued that more educated nurses are more demand of themselves to 
provide higher informational support to the family members. 
Emotional support was provided most often according the nursing staff’s evaluations. 
Emotional support entails taking family members’ emotions into account, caring and 
listening, and respecting. However, Arango-Lasprilla et al. (2010) stated that TBI patients’ 
family members reported emotional support to be the most frequently unmet needs. 
Providing emotional support for family members was seen as basic competence. However, 
Lefebvre et al. (2007) noted that nursing staff found it difficult to deal with difficult 
situations, e.g., they felt it was difficult to deal with TBI patients’ family members’ reactions 
when they had to break bad news. Nursing staff members’ age, education, length of work 
experience as a nursing staff member, and as a nursing staff member on a neurosurgical 
ward, were not connected to how often they provided emotional support for patients’ 
family members. Usually, the nursing staff member believed that they supported the family 
members of TBI patients in their grief; according to previous studies, family members may 
grieve for the TBI patient in a similar way to people who have lost a family member 
(Verhaeghe et al. 2005b). Nursing staff member evaluated that they most often took TBI 
patients’ family members’ individuality into account and respected them as well as, e.g., 
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they encouraged TBI patients’ family members when there was no hope left (Roscigno et al. 
2013). Winstanley et al. (2006) stated that family members need support to maintain hope. 
Verhaeghe et al. (2005a, 2007, 2010a, 2010b) noted that TBI patients’ family members also 
want to understand what is happening to the TBI patient, and they also want their hope to 
be realistic and be protected from false hope (Puggina et al. 2012). On the other hand, 
nursing staff members evaluated that they most seldom dealt with difficult emotions 
expressed by TBI patients’ family members. Less than one-third of nursing staff members 
discussed feelings of guilt and anger with TBI patients’ family members. According to 
Jumisko et al. (2007), TBI patients’ family members felt that they didn’t receive enough help 
with their feelings. Also, Keenan and Joseph (2010) found out that to TBI patients’ family 
members it was important to be assured that negative feelings are common. Lefebvre et al. 
(2007) reported that nurses who had received training in facing family members’ difficult 
emotions felt more competent. Less than one-third of nursing staff members took into 
account TBI patients’ family members’ spiritual needs, however Puggina et al. (2012) stated 
that nursing staff members should encourage and support the spiritual needs of TBI 
patients’ family members, if necessary. Overall the provision of emotional support for TBI 
patients’ family members was evaluated as requiring basic competence, although almost 
half of the nursing staff thought that discussing feelings of anger and guilt with a TBI 
patient’s family members required advanced competence. It is possible that advanced 
competencies are often assessed as basic ones, because the complexity of the competence is 
unknown to the nursing staff. The results of the study indicate that this could be the case 
for at least some of the ‘basic’ competences, e.g., emotional support. 
Meretoja et al. (2004) pointed out that nursing staff evaluated themselves most 
competent in the helping role (helping the patients to cope, providing individualized care). 
It is also known that technical competences or competences that are clearly seen as 
professional ones are often scored as more complex/advanced and more valued. Nursing 
interventions that can be conducted by uneducated caregivers are often seen as basic 
competences, e.g., comforting, giving emotional support, bathing, and feeding. However, 
the caregivers may need advanced competence, e.g., for facing feelings of guilt and anger of 
TBI patients’ family members or feeding TBI patients with swallowing problems. (Cowan et 
al. 2005, Defloor et al. 2006, Sapounzi-Krepia et al. 2006, Sapounzi-Krepia et al. 2008, 
Lavdaniti et al. 2011, Murphy & Carmine 2012.)  
Practical support comprised supporting decision-making, promoting welfare, 
encouraging family members to participate in the TBI patient’s care, and co-operating with 
family members and counselling services. Liaison with TBI patients’ family members was 
the nursing intervention carried out most often according nursing staff members’ 
evaluations. For example, they reported to organize a chance to speak with the doctor or 
enabled flexible visiting hours. At the beginning of treatment in particular, family members 
want to spend as much time with the TBI patient as possible (Verhaeghe et al. 2010). Lam 
and Beaulieu (2004) noted that for the family members it was important that there is a 
waiting room near the TBI patient. The frequency of teaching TBI patients’ family members 
in daily activities varied according nursing staff’s evaluations. Nursing staff reported that 
they often taught family members to support independent functions, e.g., eating 
independently, but they seldom provided guidance with respect to helping with bathing 
when the TBI patient suffered from poor concentration. Keenan and Joseph (2010) found 
out that supporting nursing interventions such as putting cream on feet and wiping the 
mouth were specific activities that gave family members a sense of involvement (Fisher et 
al. 2008, Calvete & deArroyabe 2012). Choosing the right moment, the right nursing 
intervention, and supporting them in undertaking the intervention, increased the well-
being and confidence in the family’s ability to become independent in caring for the TBI 
patient (Keenan & Joseph 2010). According to the findings, nursing staff reported they 
seldom offered TBI patients’ family members chances to take breaks or recreation, or help 
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with sleeping arrangements, although this was considered to be basic competence. 
According to Keenan and Joseph (2010), nursing staff should acknowledge TBI patients’ 
family members’ need for rest, food and sleep. With respect to the background variables, 
registered nurses evaluated that they had liaison with family members more often than 
other professions. Verhaeghe and co-workers (2010a) noted that family members need 
someone whom they can blindly trust. Such a person makes family members feel less 
insecure and they are reassured that the TBI patient gets the best possible treatment. In 
addition, Puggina et al. (2012) argued that nursing staff are responsible for the job of 
teaching the TBI patient’s family members to constantly seek more participation from the 
family in the recovery of the patient. Nursing staff members evaluated that they seldom 
provided support for family members when TBI patients’ family members needed 
guidance in how to deal with the patient’s mood swings and the symptoms caused by TBI, 
e.g., by guiding family members how to prevent and predict aggressive behaviour. Pryor 
(2006), however, mentioned that nursing staff have different means of calming down an 
aggressive TBI patient by avoiding haste, debate and refusal. In addition, they aimed for 
short and to-the-point communication as well as trying to speak to the TBI patient in a 
gentle and calm manner. In the future it’s possible that TBI patients’ family members will 
be expected to participate more, because of a lack of health-care staff and resources. 
Furthermore, it’s imperative that nurses are competent enough to provide information and 
teaching for the family members. Lavdaniti et al. (2011) stated that nurses underestimated 
most of the family needs (informational, assurance, proximity). In addition Verhaeghe et al. 
(2005a) stated that the amount of experience relates negatively with the skill to consider the 
needs of family members. 
 
6.4 CONCLUSIONS AND RECOMMENDATIONS 
1. Family members want specific information about the condition and the reasons for 
particular treatments at least once a day from the doctor and nurses. Nursing staff members 
with little work experience reported that they give less information about patient’s 
condition e.g. vital signs to TBI patients’ family members. This should be taken into account 
when planning shifts so that there is enough competent nursing staff available at all times.  
 
2. According previous studies nursing staff members can underestimate the emotional 
needs of family members. The nursing staff members with more extensive work experience 
reported that they most often provided emotional support for TBI patients’ family members 
when they had feelings of anger and guilt. These results should be taken into account when 
planning the orientation of new nursing staff and in-service training. 
 
3. Nursing staff members evaluated that they seldom offered family members opportunities 
for refreshment and breaks. This may result from the lack of a resting space for family 
members in many hospitals. This should be taken into account when planning, e.g., 
renovations in hospitals. Family members want to be close to the TBI patient and spend a 
lot of time in the hospital, therefore adequate refreshment spaces are necessary for them.  
 
4. Nursing staff members evaluated that they seldom guided family members in how to 
prevent TBI patients’ aggressive behaviour which, after all, is one of the most stressful 
symptoms from family members’ perspective. This should be taken into consideration 
when orienting new staff and in-service training about challenging behaviour could also 
help nursing staff to manage it. 
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6.5 SUGGESTIONS FOR FURTHER RESEARCH 
1. To examine with qualitative methods what kind of support (informational, emotional, 
practical) Finnish TBI patients’ family members need in order to cope in their difficult 
situation when their loved one is suffering from TBI.  
2. To study the competence requirements of nursing staff members working on 
neurosurgical wards.  
3. To test knowledge combined with an educational intervention because this offers the 
opportunity to investigate nursing staff’s competence in more detail.  
4. To study with qualitative methods the quality of information, e.g., whether the 
information is, from the family members’ perspective, purposeful and appropriately timed, 
and what the family members feel the content should include.  
5. To carry out an intervention study, where family members and nursing staff could 
practise facing difficult emotions together, which could produce important information 
about how nursing staff can provide emotional and practical support for TBI patients’ 
family members in the best possible way.  
6. To examine the cultural differences in family members’ information needs and between 
nursing staff members with different cultural backgrounds. 
7. To study how neuronurses cope with the lack of time and personnel in overcrowded 
neurosurgical wards. 
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ju
ry
 (
T
B
I)
 r
eg
ar
d
in
g
 c
ar
eg
iv
in
g
 
p
at
te
rn
s,
 e
m
o
ti
o
n
al
 f
u
n
ct
io
n
 a
n
d
 l
if
e 
sa
ti
sf
ac
ti
o
n
, 
an
d
 p
re
fe
rr
ed
 s
u
p
p
o
rt
s.
 
 
2
5
6
 c
ar
eg
iv
er
s 
  
B
ri
ef
 S
y
m
p
to
m
 I
n
v
e
n
to
ry
–
1
8
, 
S
at
is
fa
ct
io
n
 W
it
h
 L
if
e 
S
ca
le
. 
P
ro
sp
ec
ti
v
e,
 o
b
se
rv
at
io
n
al
 
st
u
d
y
; 
1
, 
2
, 
o
r 
5
 y
ea
rs
 p
o
st
-
T
B
I.
  
 
R
ac
es
 d
if
fe
re
d
 a
s 
to
 k
in
sh
ip
 p
at
te
rn
s,
 w
it
h
 m
o
re
 w
h
it
e 
ca
re
g
iv
er
s 
in
cl
u
d
in
g
 s
p
o
u
se
s 
a
n
d
 m
o
re
 A
fr
ic
an
 A
m
er
ic
a
n
s 
in
cl
u
d
in
g
 “
o
th
er
 r
el
at
iv
es
”.
 A
fr
ic
an
 A
m
er
ic
an
s 
sp
en
t 
si
g
n
if
ic
a
n
tl
y
 m
o
re
 t
im
e 
in
 d
ir
e
ct
 c
ar
eg
iv
in
g
, 
an
d
 r
ep
o
rt
ed
 m
o
re
 
d
ep
re
ss
io
n
. 
W
h
it
e
s 
w
er
e 
m
o
re
 l
ik
el
y
 t
o
 u
se
 p
ro
fe
ss
io
n
al
 s
er
v
ic
es
 
fo
r 
e
m
o
ti
o
n
al
 s
u
p
p
o
rt
. 
A
cr
o
ss
 r
ac
es
, 
T
B
I 
ca
re
g
iv
er
 e
m
o
ti
o
n
al
 h
ea
lt
h
 i
s 
a
ff
ec
te
d
 b
y
 t
h
e 
fu
n
ct
io
n
al
 l
e
v
el
 o
f 
th
e 
su
rv
iv
o
r.
 A
fr
ic
a
n
 A
m
er
ic
a
n
 c
ar
eg
iv
er
s 
m
a
y
 b
e 
at
 r
is
k
 o
f 
w
o
rs
e 
e
m
o
ti
o
n
al
 c
o
n
se
q
u
e
n
ce
s 
d
u
e 
to
 w
o
rs
e 
su
rv
iv
o
r 
o
u
tc
o
m
es
, 
y
et
 m
a
y
 u
n
d
er
u
ti
li
ze
 p
ro
fe
ss
io
n
a
l 
se
rv
ic
es
. 
 
L
e
fe
b
v
re
 H
. 
et
 a
l.
 2
0
0
7
 
In
te
rd
is
ci
p
li
n
ar
y
 f
a
m
il
y
 
in
te
rv
e
n
ti
o
n
 p
ro
g
ra
m
: 
A
 
p
ar
tn
er
sh
ip
 a
m
o
n
g
 h
ea
lt
h
 
p
ro
fe
ss
io
n
al
s,
 t
ra
u
m
at
ic
 i
n
ju
ry
 
p
at
ie
n
ts
, 
a
n
d
 c
ar
eg
iv
in
g
 r
el
at
iv
es
 
C
an
ad
a
 
T
o
 i
n
v
es
ti
g
a
te
 t
h
e 
d
el
iv
er
y
 o
f 
ca
re
 
af
te
r 
tr
au
m
at
ic
 b
ra
in
 i
n
ju
ry
 a
n
d
 t
h
e 
ty
p
e 
o
f 
re
la
ti
o
n
sh
ip
 t
h
at
 d
ev
el
o
p
s 
b
et
w
ee
n
 t
h
e 
fa
m
il
y
 a
n
d
 t
h
e 
p
ro
fe
ss
io
n
al
s.
  
  
1
7
 h
ea
lt
h
 p
ro
fe
ss
io
n
al
s 
  
  
  
T
h
e 
st
u
d
y
 m
et
h
o
d
o
lo
g
y
 
w
a
s 
m
ix
ed
: 
a 
q
u
a
n
ti
ta
ti
v
e 
q
u
es
ti
o
n
n
ai
re
, 
w
h
il
e 
th
e
ir
 
ex
p
er
ie
n
ce
 a
n
d
 l
ea
rn
in
g
 
w
er
e 
d
o
cu
m
en
te
d
 i
n
 s
e
m
i-
g
u
id
ed
, 
q
u
al
it
at
iv
e 
in
te
rv
ie
w
s 
co
n
d
u
ct
ed
 
b
ef
o
re
 a
n
d
 a
ft
er
 t
ra
in
in
g
. 
T
h
e 
re
su
lt
s 
sh
o
w
 t
h
a
t 
th
e 
tr
ai
n
in
g
 s
ti
m
u
la
te
d
 p
er
so
n
al
 a
n
d
 
p
ro
fe
ss
io
n
al
 r
e
fl
ec
ti
v
e 
th
o
u
g
h
t 
in
 p
ar
ti
ci
p
an
ts
 a
n
d
 f
o
st
er
ed
 t
h
e 
fo
rg
in
g
 o
f 
a
n
 i
n
te
rd
is
c
ip
li
n
ar
y
 p
ar
tn
er
sh
ip
. 
T
h
e 
tr
ai
n
in
g
 h
ad
 a
 
p
o
si
ti
v
e 
im
p
ac
t 
o
n
 c
o
m
m
u
n
ic
at
io
n
 b
et
w
ee
n
 p
ro
fe
ss
io
n
al
s 
a
n
d
 
w
it
h
 t
h
e 
fa
m
il
ie
s 
a
n
d
 h
el
p
ed
 t
o
 d
ev
el
o
p
 a
 s
en
se
 o
f 
se
lf
-e
ff
ic
ac
y
 
a
m
o
n
g
 h
ea
lt
h
 p
ro
fe
ss
io
n
al
s.
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 To
 b
e 
co
n
ti
n
u
ed
 
R
ef
er
en
ce
 
A
im
 
M
et
h
o
d
 a
n
d
 s
a
m
p
le
 
F
in
d
in
g
s 
M
cC
ab
e 
et
 a
l.
 2
0
0
7
 
C
o
m
m
u
n
it
y
 r
ei
n
te
g
ra
ti
o
n
 f
o
ll
o
w
in
g
 
ac
q
u
ir
ed
 b
ra
in
 i
n
ju
ry
 
2
0
0
7
 
C
an
ad
a
 
T
o
 e
v
al
u
at
e 
th
e 
in
te
rv
e
n
ti
o
n
s 
a
n
d
 
st
ra
te
g
ie
s 
u
se
d
 t
o
 e
n
ab
le
 t
ra
n
si
ti
o
n
 
fr
o
m
 a
cu
te
 c
ar
e 
o
r 
p
o
st
-a
cu
te
 
re
h
ab
il
it
at
io
n
 t
o
 t
h
e 
co
m
m
u
n
it
y
 
fo
ll
o
w
in
g
 b
ra
in
 i
n
ju
ry
. 
L
it
er
at
u
re
 r
ev
ie
w
  
F
ro
m
 3
8
 s
tu
d
ie
s 
e
v
al
u
a
te
d
 
fo
r 
th
is
 r
e
v
ie
w
, 
o
n
ly
 o
n
e 
R
C
T
 w
as
 f
o
u
n
d
. 
T
h
at
 R
C
T
 p
ro
v
id
ed
 m
o
d
er
at
e 
ev
id
en
ce
 t
h
at
 b
eh
a
v
io
u
ra
l 
m
an
a
g
e
m
e
n
t,
 c
o
u
p
le
d
 w
it
h
 c
ar
eg
iv
er
 e
d
u
ca
ti
o
n
, 
d
id
 n
o
t 
h
el
p
 t
o
 
im
p
ro
v
e 
ca
re
g
iv
er
 b
u
rd
en
. 
 
  
R
o
d
g
er
s 
M
L
. 
et
 a
l.
2
0
0
7
 
A
d
ap
ti
n
g
 m
u
lt
ip
le
-f
a
m
il
y
 g
ro
u
p
 
tr
ea
tm
e
n
t 
fo
r 
b
ra
in
 a
n
d
 s
p
in
al
 c
o
rd
 
in
ju
ry
 i
n
te
rv
e
n
ti
o
n
 d
ev
el
o
p
m
e
n
t 
an
d
 p
re
li
m
in
ar
y
 o
u
tc
o
m
es
 
U
S
A
 
T
h
e 
p
u
rp
o
se
 o
f 
th
e 
p
re
se
n
t 
fi
e
ld
-
in
it
ia
te
d
 d
ev
el
o
p
m
en
t 
p
ro
je
ct
 w
a
s 
to
 
ad
ap
t 
a 
fa
m
il
y
 p
sy
c
h
o
ed
u
ca
ti
o
n
 
m
o
d
el
, 
m
u
lt
ip
le
-f
a
m
il
y
 g
ro
u
p
 
tr
ea
tm
e
n
t 
(M
F
G
T
),
 f
o
r 
p
er
so
n
s 
w
it
h
 
b
ra
in
 a
n
d
 s
p
in
al
 c
o
rd
 i
n
ju
ry
 a
n
d
 t
h
ei
r 
fa
m
il
ie
s.
 
2
7
 s
u
rv
iv
o
rs
 a
n
d
 2
8
 
ca
re
g
iv
er
s.
 S
e
m
i-
st
ru
ct
u
re
d
 i
n
te
rv
ie
w
s 
a
n
d
 
fo
cu
s 
g
ro
u
p
s 
w
er
e 
co
n
d
u
ct
ed
 w
it
h
 
p
ar
ti
ci
p
an
ts
. 
Q
u
a
n
ti
ta
ti
v
e 
an
d
 
q
u
al
it
at
iv
e 
m
e
th
o
d
s 
S
u
rv
iv
o
rs
 r
ep
o
rt
ed
 a
 d
ec
re
as
e 
in
 d
ep
re
ss
iv
e 
sy
m
p
to
m
s 
an
d
 
an
g
er
 e
x
p
re
ss
io
n
 t
o
w
ar
d
 o
th
er
s 
as
 w
el
l 
as
 a
n
 i
n
cr
ea
se
 i
n
 l
if
e 
sa
ti
sf
ac
ti
o
n
. 
C
ar
eg
iv
er
s 
re
p
o
rt
ed
 a
 s
ig
n
if
ic
a
n
t 
re
d
u
ct
io
n
 i
n
 
b
u
rd
en
. 
T
h
e 
th
e
m
es
 d
er
iv
ed
 f
ro
m
 t
h
e 
q
u
al
it
at
iv
e 
an
al
y
si
s 
ad
d
re
ss
ed
 t
h
e 
n
o
rm
al
iz
at
io
n
 o
f 
th
e 
ca
re
g
iv
in
g
 e
x
p
er
ie
n
ce
, 
im
p
o
rt
an
ce
 o
f 
so
ci
al
iz
at
io
n
, 
im
p
ro
v
e
m
e
n
t 
in
 a
 v
ar
ie
ty
 o
f 
co
p
in
g
 
sk
il
ls
, 
an
d
 e
d
u
ca
ti
o
n
 a
b
o
u
t 
th
e
 i
n
ju
ri
es
. 
R
o
to
n
d
i 
A
J.
 e
t 
al
. 
2
0
0
7
 
A
 q
u
al
it
at
iv
e 
n
ee
d
s 
as
se
ss
m
e
n
t 
o
f 
p
er
so
n
s 
w
h
o
 h
a
v
e 
e
x
p
er
ie
n
ce
d
 
tr
au
m
a
ti
c 
b
ra
in
 i
n
ju
ry
 a
n
d
 t
h
e
ir
 
p
ri
m
ar
y
 f
a
m
il
y
 c
ar
eg
iv
er
s 
U
S
A
 
T
o
 d
et
er
m
in
e 
th
e 
e
x
p
re
ss
ed
 n
e
ed
s 
o
f 
p
er
so
n
s 
w
it
h
 t
ra
u
m
at
ic
 b
ra
in
 i
n
ju
ry
 
(T
B
I)
 a
n
d
 t
h
ei
r 
p
ri
m
ar
y
 f
a
m
il
y
 
ca
re
g
iv
er
s.
 
8
0
 p
er
so
n
s 
w
it
h
 T
B
I,
 w
it
h
 
an
 a
v
er
a
g
e 
ti
m
e 
si
n
ce
 t
h
ei
r 
m
o
st
 s
e
v
er
e 
T
B
I 
o
f 
5
.8
 
y
ea
rs
, 
an
d
 8
5
 p
ri
m
ar
y
 
su
p
p
o
rt
 p
er
so
n
s.
 
S
e
m
i-
st
ru
ct
u
re
d
 i
n
te
rv
ie
w
s 
w
it
h
 c
o
n
te
n
t-
a
n
al
y
ti
c 
te
ch
n
iq
u
es
 t
o
 i
d
en
ti
fy
 
re
sp
o
n
d
en
ts
’ 
n
ee
d
s.
  
 
R
es
p
o
n
d
en
ts
 d
es
cr
ib
ed
 t
h
ei
r 
n
ee
d
s 
v
ia
 p
h
as
e
s 
th
a
t 
p
ar
al
le
le
d
 
tr
an
si
ti
o
n
s 
in
 s
et
ti
n
g
s,
 t
re
at
m
e
n
ts
 a
n
d
 r
es
p
o
n
si
b
il
it
ie
s 
(i
.e
.,
 a
cu
te
 
ca
re
, 
in
p
at
ie
n
t 
re
h
ab
il
it
at
io
n
, 
re
tu
rn
 h
o
m
e,
 a
n
d
 l
iv
in
g
 i
n
 t
h
e 
co
m
m
u
n
it
y
).
 P
ro
m
in
e
n
t 
th
e
m
e
s 
d
u
ri
n
g
 i
n
p
at
ie
n
t 
p
h
a
se
s 
in
cl
u
d
ed
 
p
ro
v
id
er
 q
u
al
it
y,
 e
m
o
ti
o
n
al
 s
u
p
p
o
rt
, 
an
d
 u
n
d
er
st
an
d
in
g
 t
h
e 
in
ju
ri
es
. 
P
ro
m
in
e
n
t 
th
e
m
e
s 
d
u
ri
n
g
 t
h
e 
la
tt
er
 2
 p
h
as
es
 i
n
cl
u
d
e
d
 
g
u
id
a
n
ce
, 
li
fe
 p
la
n
n
in
g
, 
co
m
m
u
n
it
y
 i
n
te
g
ra
ti
o
n
, 
a
n
d
 b
eh
av
io
u
ra
l 
an
d
 e
m
o
ti
o
n
al
 i
ss
u
es
. 
  
M
u
rr
a
y
 H
. 
et
 a
l.
 2
0
0
6
 
A
ss
es
sm
en
t 
o
f 
fa
m
il
y
 n
ee
d
s 
fo
ll
o
w
in
g
 a
cq
u
ir
ed
 b
ra
in
 i
n
ju
ry
 i
n
 
S
as
k
a
tc
h
e
w
a
n
 
C
an
ad
a
 
T
h
e 
o
b
je
ct
iv
e 
w
as
 t
o
 l
ea
rn
 w
h
at
 t
h
e 
fa
m
il
y
 m
e
m
b
er
s 
o
f 
in
d
iv
id
u
al
s 
w
it
h
 
ac
q
u
ir
ed
 b
ra
in
 i
n
ju
ry
 (
A
B
I)
 p
er
ce
iv
ed
 
as
 i
m
p
o
rt
an
t 
n
ee
d
s 
an
d
 t
o
 w
h
a
t 
ex
te
n
t 
th
es
e 
n
ee
d
s 
ar
e 
b
ei
n
g
 m
et
. 
6
6
 i
n
d
iv
id
u
al
s 
w
h
o
 c
ar
e 
fo
r 
so
m
eo
n
e 
w
it
h
 a
n
 A
B
I 
an
d
 w
h
o
 r
ec
ei
v
e 
se
rv
ic
e 
fr
o
m
 t
h
e 
S
as
k
at
c
h
e
w
a
n
 
S
o
u
th
 A
B
I 
O
u
tr
ea
c
h
 T
ea
m
 
co
m
p
le
te
d
 t
h
e 
F
a
m
il
y
 
N
ee
d
s 
Q
u
es
ti
o
n
n
ai
re
 
(F
N
Q
).
 
T
h
e 
m
o
st
 i
m
p
o
rt
an
t 
n
ee
d
s 
w
er
e 
re
la
te
d
 t
o
 h
ea
lt
h
 i
n
fo
rm
at
io
n
. 
M
o
st
 n
ee
d
s 
p
er
ce
iv
ed
 a
s 
u
n
m
e
t 
w
er
e 
re
la
te
d
 t
o
 e
m
o
ti
o
n
al
 
su
p
p
o
rt
. 
C
ar
eg
iv
er
s 
in
d
ic
at
ed
 t
h
at
 h
a
v
in
g
 h
o
n
e
st
, 
ac
cu
ra
te
, 
co
m
p
re
h
en
si
v
e 
in
fo
rm
at
io
n
 r
eg
ar
d
in
g
 t
h
e 
A
B
I 
su
rv
iv
o
r 
is
 
im
p
o
rt
an
t.
 R
e
sp
o
n
d
en
ts
 a
ls
o
 i
n
d
ic
at
ed
 t
h
at
 a
p
p
ro
x
im
at
e
ly
 h
al
f 
o
f 
th
e 
n
ee
d
s 
h
a
v
e 
g
o
n
e 
u
n
m
et
 o
r 
o
n
ly
 p
ar
tl
y
 m
et
. 
T
h
is
 s
tu
d
y
 
h
ig
h
li
g
h
ts
 t
h
e 
im
p
o
rt
an
ce
 f
o
r 
se
rv
ic
e 
p
ro
v
id
er
s 
to
 a
ss
es
s 
fa
m
il
y
 
n
ee
d
s 
in
 o
rd
er
 t
o
 m
in
im
iz
e 
d
is
tr
es
s 
in
 c
ar
e
g
iv
er
s,
 m
ai
n
te
n
an
ce
 
o
f 
th
e 
w
el
l-
b
ei
n
g
 o
f 
w
h
o
m
 i
s 
in
te
g
ra
l 
in
 t
h
e 
su
p
p
o
rt
 o
f 
th
e 
p
er
so
n
 w
it
h
 A
B
I.
  
 
W
in
st
an
le
y
 J
. 
2
0
0
6
 
E
ar
ly
 i
n
d
ic
at
o
rs
 a
n
d
 c
o
n
tr
ib
u
to
rs
 t
o
 
p
sy
ch
o
lo
g
ic
al
 d
is
tr
es
s 
in
 r
el
at
iv
es
 
d
u
ri
n
g
 r
eh
ab
il
it
at
io
n
 f
o
ll
o
w
in
g
 
se
v
er
e 
tr
au
m
at
ic
 b
ra
in
 i
n
ju
ry
 
A
u
st
ra
li
a
 
T
o
 d
ev
el
o
p
 a
 m
u
lt
iv
ar
ia
te
 m
o
d
el
 o
f 
th
e 
d
y
n
a
m
ic
 i
n
te
ra
ct
io
n
s 
a
m
o
n
g
 k
e
y
 
v
ar
ia
b
le
s 
as
so
ci
at
ed
 w
it
h
 r
el
at
iv
e 
d
is
tr
es
s 
a
n
d
 d
is
ru
p
te
d
 f
a
m
il
y
 
fu
n
ct
io
n
in
g
 a
ft
er
 t
ra
u
m
at
ic
 b
ra
in
 
in
ju
ry
 (
T
B
I)
. 
A
 r
el
at
iv
e 
sa
m
p
le
 (
p
ar
en
ts
, 
sp
o
u
se
s,
 c
lo
se
 o
th
er
s;
 N
 =
 
1
3
4
) 
  
Q
u
es
ti
o
n
n
ar
e 
   
T
h
e 
o
v
er
al
l 
m
o
d
el
 a
cc
o
u
n
te
d
 f
o
r 
su
b
st
an
ti
al
 p
ro
p
o
rt
io
n
s 
o
f 
th
e 
v
ar
ia
n
ce
 i
n
 p
sy
c
h
o
lo
g
ic
a
l 
d
is
tr
es
s 
an
d
 f
a
m
il
y
 f
u
n
ct
io
n
in
g
. 
Im
p
o
rt
an
tl
y,
 t
h
e 
d
is
tr
es
s 
e
x
p
er
ie
n
ce
d
 b
y
 r
el
at
iv
e
s 
w
as
 n
o
t 
d
u
e 
to
 
th
e 
d
ir
ec
t 
im
p
ac
t 
o
f 
th
e 
n
e
u
ro
b
eh
av
io
u
ra
l 
im
p
ai
rm
en
ts
, 
b
u
t 
th
e 
ef
fe
ct
 o
f 
th
es
e 
im
p
ai
rm
en
ts
 w
as
 m
ed
ia
te
d
 b
y
 t
h
e 
d
eg
re
e 
o
f 
co
m
m
u
n
it
y
 p
ar
ti
ci
p
at
io
n
 a
ch
ie
v
ed
 b
y
 t
h
e 
p
er
so
n
 w
it
h
 T
B
I.
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   R
ef
er
en
ce
 
A
im
 
M
et
h
o
d
 a
n
d
 s
a
m
p
le
 
F
in
d
in
g
s 
R
o
to
n
d
i 
A
J.
 e
t 
al
. 
2
0
0
5
 
A
n
 i
n
te
ra
ct
iv
e
 W
eb
-b
as
ed
 
in
te
rv
e
n
ti
o
n
 f
o
r 
p
er
so
n
s 
w
it
h
 T
B
I 
an
d
 t
h
ei
r 
fa
m
il
ie
s.
 U
se
 a
n
d
 
ev
al
u
a
ti
o
n
 b
y
 f
e
m
al
e 
si
g
n
if
ic
a
n
t 
o
th
er
s 
U
S
A
 
T
o
 a
ss
es
s 
th
e 
fe
as
ib
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Appendix 2    
 
INFORMATION SHEET FOR EXPERTS 
Dear expert 
 
The earlier research on the competence of neurosurgical nursing staff in support of traumatic 
brain injury (TBI) patients’ family members is fragmental both in Finland and internationally. 
Support of a TBI patient demands a wide range of basic and advanced skills from the nursing 
staff. The brain injury affects the patient’s ability to function and think, their emotional life, 
behaviour and cognition. According to research, the care of a TBI patient is beneficial and the 
recovery is good. The research on competence has been done from the perspective of critical 
care and the critically ill patients. However research on the competence of nursing staff’s 
support of the patient’s family members in the hospital ward has not been done either in Finland 
or internationally. 
 
The purpose of this research is to find out how nursing staff evaluate their basic and advanced 
competence in supporting the TBI patient’s family members in the neurosurgical ward 
immediately after the injury. In the revision of the questionnaire you have valuable information 
about the reality of the items and about which items are part of a nursing staff’s basic 
competence and which require advanced competence that can be obtained through work 
experience. Your participation is voluntary. Your information will be kept strictly confidential 
and reported so that a single respondent’s answers cannot be identified. 
 
The main concepts of this research are the informational support of a TBI patient’s family 
members, emotional support and practical support as well as the basic and advanced 
competence of nursing staff members. 
 
For the research we will be selecting nursing staffs in neurosurgical wards from all the university 
hospitals in Finland (Helsinki, Turku, Tampere, Kuopio and Oulu) who treat TBI patients and 
support their family members. I ask you to evaluate the appropriateness of the enclosed 
questionnaire’s content. I hope that you have the opportunity to participate in the common 
discussion with other experts at a time that will be determined collectively. The discussion will 
take approximately one hour. 
 
This is my dissertation research for my Doctoral Degree in Health Care. The research is 
supervised by Professor Hannele Turunen, Head of the Department of Nursing Science at the 
University of Eastern Finland, Professor Kerttu Tossavainen from the University of Eastern 
Finland and Professor of Neurosurgery Juha Jääskeläinen from Kuopio University Hospital. 
 
Thank you for your co-operation, 
 
Kirsi Coco, 
 
MSc, PhD student 
E-mail: kirsi.coco@gmail.com 
Adress: Soihtutie 10a 01670 Vantaa, Finland    
Tel: +35840-8215057 
 
Appendix 3  
 
INFORMATION SHEET FOR RESPONDENTS 
Dear respondent 
 
In addition to an extensive basic competence, nursing staff need advanced skills in supporting traumatic 
brain injury (TBI) patients in the neurosurgical ward.  There have been some studies on basic and 
advanced competence in supporting TBI patients’ family members from the nursing staff’s perspective. A 
TBI is a trauma that occurs in the brain; the trauma is associated with any kind of loss of consciousness, 
memory loss, and changes in body function or a neurological symptom that indicates local brain damage. 
In addition to weakened vital functions, the patient always has different sensomotoric, cognitive and 
emotional disorders. 
 
The purpose of this research is to find out how the nursing staff evaluates their competence in supporting 
the family members of a TBI patient in a neurosurgical ward immediately after the patient’s injury. The 
results of this study may be useful in contemplating the need for staff’s supplementary training, and in 
addition my research gives valuable information for nursing interventions in supporting a TBI patient’s 
family members. Permission for this research has been obtained from your hospital. Your participation is 
voluntary. Your information will be kept strictly confidential and reported so that a single 
respondent’s/hospital’s answers cannot be identified. 
 
The main concepts of this research are the informational support of a TBI patient’s family members, 
emotional support and practical support as well as the basic and advanced competence of nursing staff 
members. 
 
For the research we will be selecting nursing staffs in neurosurgical wards from all the university 
hospitals, in total six neurosurgical wards, which treat TBI patients and support their family members. 
The research sample is a so-called overall sample, because all of the nurses and practical nurses working 
in the neurosurgical wards in question will be chosen. I ask you to complete the enclosed questionnaire 
and to return it by the end of July 2010 with a stamped envelope addressed to the researcher/contact 
person. 
 
This is my dissertation research for my Doctoral Degree in Health Care. The research is supervised by 
Professor Hannele Turunen, Head of the Department of Nursing Science at the University of Eastern 
Finland, Professor Kerttu Tossavainen from the University of Eastern Finland and Professor of 
Neurosurgery Juha Jääskeläinen from Kuopio University Hospital. 
 
Thank you for your co-operation, 
 
Kirsi Coco, 
 
MSc, PhD student 
E-mail: kirsi.coco@gmail.com 
Adress: Soihtutie 10a 01670 Vantaa, Finland    
Tel: +35840-8215057  
 
Appendix 4 
THE BASIC AND ADVANCED COMPETENCE OF NURSING STAFF IN SUPPORTING A TBI 
PATIENT’S FAMILY MEMBERS 
EVALUATION FORM 
Answer the following questions by circling the correct choice in your opinion, or by writing the correct answer in 
the space provided. I hope that you will comment on the actual questionnaire if something comes to mind. 
 
1. The amount of items in the questionnaire 
  
1 too many 
  
2 reasonable 
  
3 not enough 
    2. Answering the questionnaire was 
  
1 easy, why?___________________________________________ 
  
2 difficult, why?________________________________________ 
    3. Were all the questions comprehensible? 
  
1 yes 
 
  
2 no 
 
    4. If you answered the previous question with 2 (=no), can you explain which of the questions  
weren’t comprehensible in your opinion and why? 
___________________________________________________________________________ 
___________________________________________________________________________ 
    5. Was there something lacking in the questionnaire that would’ve had significant value? 
  
1 no 
 
  
2 yes, what?___________________________________________ 
  
_____________________________________________________ 
    6. Were the answer options clear in your opinion? 
  
1 yes 
 
  
2 no, why?_____________________________________________ 
    7. How much time did it take to answer the questions?_________________________________ 
    8. Do you have any ideas for improvement or anything else to say about the questionnaire?_________ 
____________________________________________________________________________ 
(You may continue your answer on the other side of the form.) 
    9. Evaluate the covering letter. Was there enough information and what would you like to change? 
______________________________________________________________________________ 
THANK YOU FOR YOUR FEEDBACK! 
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